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Judged from its far-reaching effects, and 
from the standpoint of the ultimate crippling 
which attends it, probably few other dis- 
eases outrank rheumatic fever. Although 
patients rarely die immediately from it, it 


| has, through its complications, an ultimate 


death-rate of no mean degree. By far its most 
devastating effects are, however, to be meas- 
ured in the crippling of otherwise able and 
economically efficient persons, many of 
whom become not only a social debit, but 
also a burden to themselves through their 
long-protracted suffering and a_ serious 
economic factor in every compact com- 
munity. \ 
For these reasons I have particularly in- 
terested myself for some time in the study 
of the problems of what may be done to 
mitigate the complications which occur with 
$0 great frequency in rheumatism. I have 
also found the question of the means for 
preventing recurrence in rheumatic fever a 
most interesting subject, and a very impor- 
tant one from every standpoint. 
_ Probably over 70 per cent of the average 
' cases of rheumatism develop to some degree 
“at least cardiac lesions which seriously dis- 

qualify. It is readily seen then that one of 


» our very large modern problems of public 


Medicine is the prevention or repair of 
complications in rheumatic fever. Under 


ordinary social conditions little can be done 
as yet to prevent the initial disease except 
perhaps in the military, or in certain large 
industrial operations, where this is to a cer- 
tain extent possible. Once the patient has 
contracted rheumatism, however, he sooner 
or later comes under medical care, and the 
subject which I wish to discuss is that of 
the salvage of this enormous and very valu- 
able material. 

Every discussion of the subject of rheu- 
matic fever is hampered from the outset by 
the very vague etiological and pathological 
concept which we as individuals may hold 
concerning the disease. It is also sometimes 
almost as difficult to define what is not 
rheumatism as to decide what is. The work 
concerning etiology for the past twenty 
years has, however, served to at least elim- 
inate many of the arthrites from the 
rheumatic class, but, unfortunately, it has 
as yet failed to give us a clear picture of 
just what rheumatism is from the stand- 
point of etiology. 

We must always return to the striking 
clinical picture of the disease for our port 
of sure departure. I do not think that we 
can do better as yet than to accept the defini- 
tion so beautifully and sharply stated in the 
first edition of Osler’s Practice of Medicine 
(p. 270), which describes rheumatic fever 
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as “An acute, non-contagious, febrile affec- 
tion, depending probably upon an unknown 
infective agent, and characterized by multi- 
ple arthritis, and a special tendency to 
involve the heart.” What matters it then 
for my present purpose if, as an individual, 
I believe that some form, perhaps some spe- 
cially sensitized, biologically changed or 
characterized streptococcus is the real in- 
fecting agent? What essential difference 
does it now make if, together with many 
others, I feel that there is yet some definite 
other, perhaps specific sensitory preparation 
or characteristic of the host also necessary 
for the development of the infection? For 
at least the present discussion of our phase 
of the subject, ‘essential refinements of 
definition or declarations of faith seem 
hardly necessary beyond perhaps the admis- 
sion that the disease is essentially an infec- 
tion and that it is sharply differentiated 
from metabolic, trophic and the other 
numerous chemical types of arthritis. This 
last mentioned delimiting definition appears, 
however, absolutely necessary for such a 
presentation of the phase of the disease 
which I propose to discuss. 

While I believe it is obligatory and pri- 
marily necessary for us to accept as a fact 
that the disease is an infection, those of us 
who have for years been actively concerned 
in the clinical management of patients with 
the disease must confess that in many in- 
stances, as the late Charles Ransom argued, 
complications and associations with many 
metabolic disturbances bécome inextricably 
involved. This association is particularly 
manifest, for example, in regard to gout in 
many long-standing cases. 

I am in no way prepared to eliminate 
chorea as a manifestation of rheumatic 
fever, nor yet may I assume myself compe- 
tent to evolve convincing arguments that it 
is, as I believe to be the case, part and parcel 
of the same general process. For purposes 
of discussion it seems most convenient to 
divide our subject material under two head- 
ings, though they will be found to inevitably 
blend to a considerable degree: (1) the pre- 
vention of recurrence in rheumatic fever, 
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and (2) the management of, and attempt to 
eliminate, the major complications of the 
infection. 

A very certain tendency to recurrence is 
manifest in acute rheumatic fever, explain 
it as you will. This is particularly evident 
in that preponderating number of cases in 
which foci of activity remain after the acute 
attack in the tissues, especially in the myo- 
cardium, endocardium, pericardium, and per- 
haps in the synovial membranes wherever 
they may be. One never knows in a case of 
acute rheumatic fever when the infection is 
really over and danger of a relighting of 
the process overcome. Many of us feel that 
it is from these residual foci, which we can 
best visualize as exemplified by the Ashoff 
bodies or in the rheumatic nodules, that re- 
infections spring. 

Very many of the most serious crippling 
evidences of the disease declare themselves 
months and years after the acute infection 
has apparently spent its virluence. It is to 
prevent these effects and to limit in so far 
as is possible these processes that I have 
attempted to prepare this paper as indicating 
what my experience with the disease and its 
wide-spread effects have taught me. 

It is my opinion that we have by no means 
discharged our full obligation to the patient 
suffering from an acute rheumatic fever 
when he has because of or even in spite of 
our ministrations ceased to manifest fever 
and active arthritis. Not even so when such 
involvements as may be clinically evident in 
cardiac or other secondary invasions have 
also ceased to give acute symptoms. Every 
clinician of wide experience knows that 
even such cases as may appear to have made 
complete recoveries show, none the less, a 
very distinct tendency to recurrence. In 
very many of these instances the secondary 
attacks show a quite definite seasonable in- 
fluence. The patient for example may 
develop evidences of the infection each win- 
ter, each spring, or under definite weather 
conditions, as when storms are impending, 
as a result of exposure, physical exhaustion, 
or of traumatism, even of an apparently 
trivial character, and so on. The clinician 

















has often found that in many of these in- 
stances of seasonable recurrence he may be 
apparently able to avert the expected attack 
by definite changes in environment, as by 
sending the patient at the threatening period 


~ to some radically different climatic surround- 


ings. Ordinarily, of course, in such instances 
we advise patients a mild and equable cli- 
mate—that is, we send them from their 
accustomed surroundings in New York, for 
example, to Florida, southern California, to 
Egypt or Algeria, to Arizona or Mexico. 

Most of us have found that apparent pre- 
vention of recurrent attacks of a seasonable 
character may be also sometimes averted by 
sending our patients to a colder though more 
stable climate, as to northern Canada, to 
Alberta or eastern British Columbia, or to 
the Adirondacks, during the time of year 
when seasonable attacks often occur. 

Another and much more widely applicable 
method of prevention of these seasonable 
attacks is afforded by close attention to the 
clothing of the patient. The wearing of 
woolen undergarments and the sleeping in 
woolen blankets is of very distinct advantage 
in many of these instances. Much the same 
thing may be accomplished by the proper 
adaptation of suitable over-clothing, espe- 
cially in the wearing of an overcoat suitable 
each day to the needs indicated by the 
weather, the temperature, wind and the 
moisture as represented by fog, rain, or 
snow. 

Many among you, the older ones and 
those who have lived in the west and north, 
remember the vogue a few years ago of the 
red flannel undergarment. I think that it is 
still advantageous, not probably because of 
its color complex, but because of its wool. 
One still finds the same idea prevailing in 
the more isolated localities at least, and in 
the colder climates. I find, however, that 
now red has largely given way to black. 
From certain standpoints this has advan- 
tages aside from merely coloristic effects. 

The influence of exposure in the deter- 
mination of recurrent attacks of rheumatic 
fever is no longer a point of discussion with 
those who have personally suffered from 
theumatism. In this respect I wish to voice 
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particularly my own opinion, namely, that it 
is certainly not degrees of cold which deter- 
mines this lowering of resistance and recur- 
rence, unless it be combined, as it may well 
be, with the factor of exhaustion. It is 
certainly dependent upon other factors, and 
it is absolutely associated to a very large 
extent with air, moisture, exhaustion, and 
with malnutrition. The last two are largely 
controllable. 

For a long time it was thought to be a 
wise procedure in these recurrent cases of 
rheumatic fever to practice hardening meas- 
ures designed to inure the patients against 
exposure. Such patients were advised to. 
indulge in severe exercise, to expose them- 
selves to cold and inclement weather, to wear 
light clothing, and so on. In some instances 
I have no doubt a little good may have been 
thus' accomplished, where the patient was in 
need of more physical activity, or in in- 
stances of over-alimentation, perhaps, but 
in most patients it has produced no good, 
and in many it has done very definite harm 
in tending to lower, rather than to increase, 
body resistance against disease. 

Traumatism is another predisposing fac- 
tor certainly allied to recurrent attacks of 
acute rheumatic fever. Almost any sort of 
traumatism, from the overexercise of un- 
accustomed muscles and tendons to the 
actual infliction of an injury to a joint, may 
act as an exciting factor in cases subject to 
recurrent attacks of rheumatic fever. These 
are also to a very considerable degree con- 
trollable factors, though they may often 
involve considerable readjustment and bur- 
den in the way of change of occupation and 
of the habits of life. 

Another indisputable factor of great im- 
portance in the determination of recurrent 
attacks of rheumatic fever lies in persisting: 
foci of infection, whether of streptococci, 
which is the more common, or of other- 
organisms. Every observant physician must 
have considered the frequency of recurrent 
attacks in association with tonsillar infec- 
tions in particular, in gall-bladder infections, 
chronic otitis media, sinusitis, prostatitis or 
cervicitis, and even in some dental infections. 
This last possibility is at present a very- 








460 


much overrated agent in the possible produc- 
tion of recurrent rheumatic fever. Many or 
most of these infections are controllable or 
remedial to a degree. Some may be readily 
completely eradicated. It is quite obvious 
that when this is the case they should be so 
managed, though here a nicety of judgment, 
not always exercised, should be practiced. 
I have seen extensive and radical operations 
attempted or accomplished where the shock 
of the operation or the liberation and ex- 
tension of the infection resulted in precipi- 
tating an attack rather than in averting it. 
I feel in particular that narrow specialists 
with little knowledge of or acquaintance 
with general disease, should tread lightly in 
attempting operative procedures in most if 
not all of these instances, especially when 
activity or fever is present. 

Other foci of infection which no doubt 
act also at least as activators of recurrent 
attacks of rheumatism reside in inaccessible 
localities to a large extent. I refer particu- 
larly here to infection harbored in the tissue 
of diseased heart valves, in the myocardium, 
perhaps in the form of the Ashoff bodies in 
pericardial, pleural and possibly in peritoneal 
foci. Another nidus of infection which 
predisposes to a large extent to many of 
these cases of recurrent rheumatism reside 
in old diseased articulations. An old rheu- 
matic joint remains as a tentative focus of 
reinfection just so long as any clinical 
evidence of disease persists at least, and 
often long thereafter in all probability. Just 
so long they should receive attention and 
consideration, particularly against trauma- 
tism. . 

Direct methods of attack for the ameliora- 
tion or elimination of such foci or reinfec- 
tion are all too few. Most of those which I 
have just mentioned are beyond surgical 
relief, but I feel that recognition of such 
foci and sometimes medical treatment re- 
sults in definitely curative results. Most of 
these methods will be discussed later and 
more extensively, but in connection with the 
mention of the lesion, I think that we should 
associate certain medicinal methods which 
experience has shown to be of real value. 
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My own experience has given me encour- 
agement as to the value of the salicylates in 
many of these conditions. I employ them, if 
need be, in large doses, and my means of 
measure of the probable beneficial effects 
lies in the decrease of the signs and symp- 
toms which manifest the existence of the 
lesion. When a cardiac arrhythmia, for 
example, believed to be caused by rheumatic 
foci‘in the heart disappears under the ad- 
ministration of salicylates, I feel that I have 
evidence of its definite benefit. When a 
dormant arthritis disappears largely or en- 
tirely under the salicylates, I feel that I have 
demonstrated not only the protective and 
curative value of the drug in this condition, 
but also the relationship of this lesion to- 
ward the recurrence of rheumatic fever. In 
the average case’ the salicylates, if properly 
given, usually profoundly and favorably 
affect the course of the attack of rheumatic 
fever. 

The same may also be said to be true of 
the iodides in many chronic or dormant 
lesions. I am not prepared to state the man- 
ner in which the iodide acts in such in- 
stances. Possibly it may be a very complex . 
matter involving thyroid stabilization and 
the like, but I am quite certain that I have 
seen manifest results follow the use of the 
iodides in these cases of persisting rheumatic 
foci in the deep viscera, apparently asso- 
ciated with a tendency toward recurrence of 
activity. 

Foreign proteid injections have also been 
effective in some cases. My own experience 
has been chiefly with typhoid vaccine. 
Every one who has used it extensively has 
doubtless had some very bad as well as 
perhaps some very good results. I believe 
that it is particularly effective in persistent 
joint foci. I am»very well aware that 
foreign proteid medication produces effects 
in many forms of arthritis other than those 
due to a rheumatic fever, and a response to 
foreign proteid treatment is in no way diag- 
nostic of the nature of the arthritis. 

Milk proteid has acted also apparently 
well in some instances. I believe that it is, 
however, less effective though much less 

















dangerous than the other forms of proteid 
which are more likely to produce reaction 
and anaphylaxis. Bacterial vaccines I am 
certain are of benefit in a good many cases, 
especially so when they are autogenous or 
in stock form which correspond to the or- 
ganisms known to be present in the nidus 
under study. 

So much in a very brief way concerning 
the prevention of recurrent attacks of rheu- 
matic fever. In the further course of the 
paper I shall have occasion to refer, con- 
stantly to much which I have already 
mentioned, but always with the object of 
emphasizing a point or of bringing to the 
fore another bearing on the problem. 

From this point on it is my object to con- 
sider the management of cases of rheumatic 
fever during the convalescent and post-con- 
valescent periods in such a manner as to 
eliminate the infection or to limit or prevent 
in so far as may be possible the very serious 
and often permanent lesions which are likely 
to so develop. I shall try not to refer again 
to recurrent attacks of the infection except 
as the matter may be forced upon our atten- 
tion by the condition under discussion. 

There is still some question in the minds 
of a few clinicians as to the value of the 
salicylates in the treatment of acute rheu- 
matic fever. There are those of us who 
feel that we have in the salicylates a drug 
which has an almost specific action in the 
disease. There are few practitioners who 
are unwilling to admit that there is any 
drug in our whole list, even including the 
opium group, which has so definite and 
striking an effect at least in the relief of 
the pain in this disease. There are of 
course exceptional instances. There are 
also errors in diagnosis, for not every case 
of acute arthritis of a vagrant type is neces- 
sarily an instance of acute rheumatic fever. 
Every clinician knows that different cases 
of acute rheumatic fever react differently 
to the various salicylates. Some respond 
almost magically to acid acetylsalicylic. 
Others do best on straight salicylic acid, 
others on salol. Some react best to salicin, 
others to this or that form, but most cases 
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respond to the sodium salt most effectively. 
In most cases this drug is used in one form 
or another. 

The manner of administration will neces- 
sarily differ in various cases. In some it 
acts best when given by the stomach, in 
others it is given most. effectively by the 
rectum. This, I may say, is a very favor- 
able method with us. Still other cases react 
most happily when they receive the drug by 
the intravenous method. Each case is an 
individual to itself in this respect. One 
should use the drug in whichever way it is 
most effective in any particular case, and 
again only the special case reaction should 
decide as to the form of the drug which is 
most effective. 

There are many who assume that the 
action of salicylic acid is only that of a 
hypnotic or analgesic in this disease. I 
have no quarrel with these physicians, pro- 
vided that they give the drug. The tre- 
mendous relief afforded by it is in itself 
ample justification for its use in most cases. 
I, however, personally feel that it has a 
much wider effect, and in my observation it 
affects not only the pain present, but it also 
affords relief to the anatomical appearance 
of the diseased joint in quite as striking a 
degree as its relief of the symptoms of pain. 

I entirely agree with most clinicians that 
salicylic acid does not shorten the course of 
the disease. Neither does anything at our 
command shorten the course of typhoid 
fever; nor does anything with which I am 
familiar shorten the self-limited .course of 
pneumonia or bronchitis or influenza. I do 
not, however, advise against treatment of 
any of these conditions because of this fact, 
when I feel, as most of us must, that treat- 
ment in all these conditions not ‘only limits 
complications, but better fits the patient to 
fight and resist the infection. At the same 
time I feel that it lessens the ravages and 
permanent lesions likely to develop from the 
infection. 

I am entirely convinced that salicylic acid 
limits progress if not duration in rheumatic 
fever, that it benefits not only the symp- 
toms, but also that it limits and benefits the 
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lesions produced in the infection. Those 
who entirely disagree with me in this respect 
will, I am afraid, get very little out of my 
paper, for I thoroughly believe that the 
most potent agent which we possess in the 
treatment of rheumatic fever in any of its 
stages is the salicylates. I hold that they 
tend to lessen the complications if properly 
and adequately given. I believe they usu- 
ally prevent them to a considerable degree 
even though they do not so act in all in- 
stances. Neither does quinine cure every 
case of malaria, nor mercury and arsenic 
every instance of syphilis, though most of 
us admit that these drugs do tremendously 
influence the course of the disease in each 
instance, and that they greatly limit the 
occurrence of complications. 

I think that every case of rheumatic fever 
should receive salicylic acid in some form, 
given in some way. I hold that the sali- 
cylates should be continued after the acute 
disease has subsided and well into the post- 
convalescent period, because I think that it 
limits the occurrence of complications and 
aids greatly in the final elimination of the 
infection. I think also that the prophy- 
lactic use of the drug whenever conditions 
usually productive of the disease arise in 
. the course of any case will, in many in- 
stances, serve to avert an outbreak of the 
attack. 

I think, therefore, that the salicylates are 
our main hope in so far as drugs are con- 
cerned in the prevention of recurrence and 
in the limitation of complications. I advise 
their administration in interrupted periods 
just as long as lesions are known or believed 
to exist from which the infection may be 
rekindled. 

The alkalies are also of certain value in 
the limitation of rheumatic fever, though 
they do not, in all probability, have anything 
of the specific action which I think resides 
in the salicylates. They are well given in 
post-convalescent cases alternately with the 
prophylactic doses or courses of the sali- 
cylates. The alkaline waters are particu- 
larly beneficial in this regard. There is lit- 
tle question but that the copious use of 





water, except in contraindicating conditions, 
as in edema, poor water tolerance, and the 
like materially favors recovery. 

After the two drugs mentioned I feel 
that the iodine preparations offer the best 
choice in the attempt to eliminate the virus 
of the disease. Iodine certainly has a bene- 
ficial effect on the removal of the rheumatic 
nodule, and perhaps also in the elimination 
of the Ashoff body. At any rate I find it 
useful in the myocarditis and myocardial 
degenerations, especially those manifested 
by arrhythmia in late rheumatic cases. 

Aside from these three drugs, and per- 
haps we should include water as a fourth 
one, so very important do I consider it in 
the treatment of late cases of rheumatic 
fever, I know of none other, excluding of 
course the numerous modifications of those 
mentioned, which has any real specific 
effect in the elimination of the residual 
lesions of rheumatic fever. 

When the acute phases of rheumatic 
fever have subsided the patient is almost 
invariably profoundly prostrated. He is 
gravely anemic. Various muscle groups, 
particularly those about the involved articu- 
lations, are atrophied. His resistance as a 
whole is tremendously depressed. The 
myocardium is particularly defective even 
in those instances in which little or no defi- 
nite cardiac involvement has been recog- 
nized. 

Proper treatment should be at once insti- 
tuted to correct these conditions in so far as 
possible, and no activities should be per- 
mitted which tend to accentuate them or to 
induce complications, such as a dilated heart 
or an ankylosed joint. Exercise must be 
introduced carefully; it may be well com- 
bined with /intelligently applied hydro- 
therapy or with the use of electricity, and 
with massage of the atrophic and often 
tender muscles. Passive and then active 
movements should be practiced, bearing 
constantly in mind the fact that as the 
skeletal muscles are, so in all probability is 
the cardiac muscle also. Massage and exer- 
cise of the stiff joints is necessary to con- 
serve joint efficiency. 
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The anemia must be combated if possible 


_by sunshine and air. Perhaps the artificial 


substitutes for sunshine may be also ad- 
yisedly used. I am not personally widely 
enough experienced in their use to suggest 
ineir specific employment. A diet rich in 
iron should be selected. I see no contra- 
indication to the use of meat, eggs and bone- 
marrow at this period unless the blood 
chemistry, the urine or the reaction of the 
patient indicate that they are not well borne. 
The same is true of the green vegetables 
also. I also find that the time-honored 
forms of iron as a medicine are well em- 
ployed. Many of the newer iron. and ar- 
senical preparations are also of much benefit. 

We sometimes forget that grave renal 
lesions frequently have their origin in acute 
rheumatic fever, and in our selection of diet 
for these cases a very careful check must 
be held on the characteristics of the urine, 
and from time to time the blood chemistry 
should be studied. In so far as possible, 
however, I find a liberal diet advisable, for 
the persistent forms of anemia apparently 
develop frequently in these cases. The early 
removal of this tendency is most important, 
not only because of the likelihood of the 
establishment of an anemic habit, but also 
and notably because of the consequent effect 
on the heart muscle of a persistent anemia 
at this stage of convalescence. 

As soon as the patient is able to be moved, 
if unsuitable weather conditions prevail in 
the home locality, he should be transported 
if possible to a place where he can revel in 
sunshine and warmth. These cases rarely 
do well in cold climates, though a warm one 
may be simulated in bright weather by ex- 
posing the patient in a well-warmed and 
well-lit room. I have observed very rapid 
progress follow prolonged recovery when 
the patient was sent to Arizona, New Mex- 
ico, California, or to Florida. A change to 
a suitable, warm and sunny climate, or a 
sea voyage in southern waters, is strikingly 
beneficial in most cases. 

In this day of scientific medicine we are 
perhaps growing too much to ignore the 
psychic needs of our patients. Hence the 
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prosperity of the many cults which have 
robbed us of much of the art which was and 
should remain ours in the care of our pa- 
tients. Happy and congenial surroundings 
are quite as uplifting to a patient as to those 
of us who are well. They are often a 
therapeutic necessity for the patient recover- 
ing from this infection. Optimism is the 
one menstruum which is a universally ad- 
mirable vehicle for any medicine or any 
method of treatment. 

I have promised not to discuss the rela- 
tionship between chorea and rheumatic 
fever. I do find arsenic a very valuable 
drug in many cases of convalescent rheu- 
matic fever. It may be well combined in 
any “tonic” which we still give our pa- 
tients, though we talk very little about them 
before our medical colleagues. The ra- 
tionale of the tonic is a bit embarrassing to 
defend before a group of scientists. There 
is no doubt also as to the value of the 
alcoholics in many of these convalescent 
cases of rheumatic fever. Remember that 
we are definitely not dealing with a gout or 
other metabolic fault, and whether we con- 
sider our alcoholics: in the light of a food, 
as a condiment or as a drug of real me- 
dicinal worth, at least our more self-respect- 
ing European colleagues use them to excel- 
lent advantage, properly selected and prop- 
erly served, in many asthenic conditions. 
Hence, perhaps the flood of Americans seen 
in every European health resort. 

Rest is quite as valuable in the treatment 
of the convalescent and post-convalescent 
rheumatic as it is in the height of the dis- 
ease. Sleep and rest afford opportunity for 
reconstruction, and reconstruction on the 
part of nature of such widely damaged tis- 
sues as one finds in rheumatic fever is 
almost imperative. Even when patients are 
again able to be about and to return to at . 
least some of their routine duties, a day of 
each week in bed, preferably when possible 
out-of-doors and in the sunshine, is a splen- 
did habit to inculcate. 

Perhaps under the heading of recurrent 
attacks we have sufficiently mentioned the 
importance of change of climate for those 





patients who live in unfavorable locations. 
It is even more important for the early con- 
valescence in the disease, and here particu- 
larly alterations in altitude become necessary 
or advisable. Those of us who live at the 
lower levels, as at the sea, find a tremen- 
dous stimulus in the mountains, and those 
habituated in the mountains often receive 
their greatest benefit both mentally and 
physically from a visit to the sea or to some 
other low area. Perhaps none of us is pre- 
pared to express precisely our ideas on the 
undoubted relationship of rheumatic fever 
to climatic moisture. As a rule patients do 
best where the moisture is not great; none 
the less a sea trip, particularly in the south- 
ern waters, is highly beneficial for many of 
these cases, and a sojourn in such a delight- 
ful spot as southern France is especially 
beneficial. This fact was quickly appreci- 
ated by our astute Surgeon-General during 
the war in the establishment of rest areas 
and convalescent hospitals and camps in this 
locality. 

Most physicians have noted the very de- 
fective reactions of the convalescent rheu- 
matic patient to all manner of operative 
procedure. So anxious are we to eliminate 
every possible source of resultant or accom- 
modating infection in rheumatic fever that 
we are often persuaded into too early surgi- 
cal attempts at the treatment of infected 
foci in our convalescent cases of rheumatic 
fever. 

I take it that there can be no longer any 
question in the mind of any observant phy- 
sician as to the relationship which infected 
foci bear to the development of rheumatic 
fever, or to the production of complications 
as a result of them. Their relationship to 
the prolongation of the disease and to the 
development of complications seems quite 
certain. 

It is very necessary in every case of con- 
valescence and post-convalescent rheuma- 
tism that every accessible focus of infection 
be eliminated as soon and in just so far as 
possible. If surgical means to this effect be 
attempted too early, however, a relighting 
of the general disease, or even a septicemia, 
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is very likely to arise. This must be care- 
fully guarded against in every instance, 
and certainly no operative measures beyond 
the mere establishment of drainage should 
be attempted as long as fever persists. 

We have found it good practice before 
operating on foci of infection in post-rheu- 
matic cases to place the patient under the 
effects of salicylic acid, before any opera- 
tion is undertaken. Apparently we have 
been more fortunate in avoiding the serious 
consequences which often follow radical 
surgical procedures in instances of this kind 
when this procedure has been enforced. 

The focus of infection most likely to 
remain active, and therefore a tentative 
origin of reinfection after rheumatism, is no 
doubt the tonsil. Tonsillitis precedes acute 
rheumatic fever in a very considerable per- 
centage of’ cases. Apparently the general 
disease arises as a result of this primary 
focus, and in recurrence tonsillitis also plays 
a frequent role. Certainly where this rela- 
tionship apparently exists removal of the 
tonsil seems to be indicated as early in con- 
valescence as conditions and safety will per- 
mit. Makeshift measures, except for tem- 
porary purposes and only recognized as 
such, are useful but they are unsatisfactory. 
It must be fully recognized by the internist 
as well as the throat surgeon that tonsil- 
lectomy as now performed is no trivial 
affair. Even in the hands of the most ex- 
perienced operator very grave results may 
follow, for which the internist as well as 
the surgeon will be held responsible. Again 
I wish to emphasize the danger of operating 
when the patient still shows temperature, 
and the advisability of bringing the patient 
before operation under the effect of the 
salicylates. 

Sinusitis and, ethmoiditis are among the 
most frequent and important foci of residual 
infection in rheumatism. They, too, must 
be operated only by those fully qualified for 
the work, and the preliminary use of the 
salicylates is here also advisable. The re- 
moval of infected teeth is sometimes neces- 
sary for the same purpose, but in nothing 
like the percentage of cases in which it is 
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now so thoughtlessly advised. When: the 
active rheumatic attack has been recent, 
great danger also exists here, especially if 
the dental surgeon insists on following the 
extraction by curetting, something which 
should be attempted only by those thor- 
oughly familiar with the surgery of this 
area. I have seen osteomyelitis, general 
septicemia, endocarditis and a renewed at- 


tack of arthritis follow this apparently ' 


simple procedure with considerable fre- 
quency. 

Prostatic infections following or occur- 
ring in rheumatic fever are not so frequent 
as may appear from statistics, probably for 
the reason that this focus may produce few 
symptoms in many instances, and perhaps 
too because the practitioner is too prone to 
forget to look for the lesion. Cervicitis in 
the female is similarly neglected in many 
instances. This possibility should be thor- 
oughly investigated whenever the question 
arises. 

There is considerable doubt as yet as to 
the association of gall-bladder infections 
with rheumatic fever. I am inclined to be- 
lieve that the association is direct, in a few 
imstances at least. I usually advise medi- 
cal measures in these cases unless symp- 
toms, signs and the course of the disease 
definitely indicate that radical surgery 
should be resorted to. I question very much 
the existence of a direct réle of intestinal 
infection playing an important part in rheu- 
matic fever, though some so assert. It is of 
course a quite possible fact, none the less, 
and adequate intestinal drainage is certainly 
a Sine qua non in the treatment of all con- 
valescent cases of rheumatism. I have seen 
a few instances in which a diverticulitis 
seemed to play some part in persistent rheu- 
matism. The possibility should be consid- 
ered. : 

In my opinion the most frequent of all 
the occult foci of reinfection or of persist- 
ent infection in rheumatic fever is lodged 
in the heart—either in an old rheumatic 
lesion of the valves, or of the myocardium. 
These cases always represent tentative in- 
Stances of reinfection with the most dis- 
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astrous effects. I think that most of us are 
too likely to assume that valve lesions orig- 
inating in the course of a rheumatic fever 
may be to a large extent ignored as long as 
no mechanical defects of the heart appear, 
and as long as the patient is free from 
symptoms. The more of these cases I see, 
the more I am impressed with the great 
number which perhaps many years after 
develop activity with a general reinfection, 
perhaps a bacterial endocarditis with all its 
grave results. 

I feel that particularly in these instances 
everything should be done to exhaust in so 
far as possible all accessible foci of infec- 
tion. The heart must be always conserved 
so far as possible by the habits of life, and 
when it is practical such climatic and occu- 
pational adjustments as seem indicated 
should be brought about, especially during 
inclement weather, or when the patient is 
depressed or exhausted by any intercurrent 
conditions. No attack of even simple 
“sore throat” in particular should be 
ignored, and the nasopharyngeal passages 
should be always kept in as favorable a con- 
dition as possible. 

Minor attacks of “colds,” of influenza and 
the like should be promptly treated, and in 
all such instances I feel that the salicylates 
should be frequently used, as I believe, 
prophylactically. Physical and emotional 
stresses must be avoided if possible, and the 
patient should always be under at least occa- 
sional medical observation even when he is 
in apparently full health. 

The extremely high percentage of cases 
of rheumatism which develop cardiac 
lesions justifies us in assuming that every 
case is so affected until the possibility has 
been excluded by close study. Coombs re- 
ports that the heart is involved in some de- 
gree in as high a percentage as 72.5 of the 
cases, while he reports the joints as diseased 
in only about 61.8 per cent. This one fact 
in itself and quite alone should entirely 
justify the extraordinary care which I feel 
should be exercised in the management of 
every instance of convalescent and post- 
convalescent rheumatic fever. 


Purpura as an Untoward Effect of Arsphenamine 






BY WM. H. KRAEMER, M.D. 
Wilmington, Del. 


Under the above title a case was quoted 
in the THERAPEUTIC GaZzETTE of March, 
1923, as follows: 

“It has now become a well-known fact 
that jaundice, due to secondary hepatic 
changes, may come on shortly after, or sev- 
eral weeks after, the use of arsphenamine or 
neoarsphenamine, just as it is a well-known 
fact that the newer arsenical compounds 
have to be used with caution or not at all in 
cerebrospinal syphilis and when there is 
advanced cardiovascular-renal disease. 

“In this connection it is interesting to 
note a communication made by Rabut and 
Oury in La Presse Médicale on development 
of purpura as the result of giving novarseno- 
benzol. Their first case was an old syphilitic 
who had the characteristic symptoms of a 
well-developed ataxia, his infection having 
been acquired many years before the intro- 
duction of the newer drugs. A careful study 
of the patient led these clinicians to believe 
that novarsenobenzol could be used safely 
since the cardiovascular, respiratory, hepatic 
and renal functions seemed to be unim- 
paired. The patient, therefore, received a 
series of injections between the 3d of June 
and the 15th of July, the doses varying up- 
wards from 3 decigrammes. A_ second 
course of treatment was given in September 
and October, both courses of treatment 
causing distinct amelioration of the symp- 
toms. In January no less than seventeen 
injections were made, and again in February 
the patient received more of the remedy. 
Three hours after the last injection, hemor- 
rhage from the gums occurred, and the 
patient rapidly became feeble and developed 
on the surfaces of the body numerous pur- 
puric spots; such spots also developed upon 
the mucous membrane of the eye and mouth. 
The heart developed a murmur, but the 
blood-pressure remained constant and the 
temperature was normal. No albuminuria 
was present, nor did any vomiting occur. 
The liver was not enlarged. A few days 
later, however, the hemorrhages became 
more marked, hematuria developed, and at 





the end of a week the patient’s condition 
became very grave, there being a tendency 
to syncope, the pulse became rapid, but still 
there were no changes made out in the liver 
or spleen. Twenty-four hours later the 
patient died of profound asthenia. The 
treatment consisted in the administration 
of chloride of calcium, and autopsy did not 
reveal much that was of striking interest 
except that the stomach was full of blood, 
the suprarenals were normal; the kidneys 
were, however, intensely congested. 

“The second case that came under their 
observation pursued a very similar course. 
In each instance the coagulation time was 
markedly delayed, a secondary anemia rap- 
idly developed, but the relative number of 
white blood cells was not materially altered. 
In the first case there was, however, a very 
definite leukopenia. 

“These authors quote fourteen other 
writers who have contributed papers deal- 
ing with cases of this kind, the only Amer- 
ican reference which we find, however, being 
that of Selling as far back as 1910.” 

Although I have reviewed the literature, 
I am not certain that other cases have not 
been reported since 1923. 

The patient was a physician by profession, 
fifty-five years of age. Twenty years be- 
fore he contracted a specific infection of the 
index-finger as a result of an abrasion of 
the skin, while attending a maternity case. 
The infection was recognized by physicians 
who were attending him, and he received, 
what was then, the best treatment for 
syphilis. 

Some ten years ago his blood was exam- 
ined and found to be four-plus Wasser- 
mann, at which time he received a course of 
arsphenamine. I was unable to learn 
whether the Wassermann was taken after 
the course of treatment for syphilis. 

On February 22, 1925, his blood-pressure 
was: Diastolic, 95; systolic, 125. Tem- 
perature 98.3°; pulse 59. He was com- 
plaining of mental depression, gastric dis- 
turbances with considerable fermentation 
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and gas production. There was a distinct 








ataxia. The gait in addition was somewhat 
unsteady. He had a four-plus Wassermann. 
Further examination revealed badly infected 
teeth, and pyorrhea. His mouth was in a 
very bad condition. 

He was referred to a urologist, for a 
course of treatment of arsphenamine, intra- 
venously. This, together with the extraction 
of the defective teeth, produced remarkable 
results; all but the spastic gait responding 
favorably. 

On June 29, 1925, I was called in con- 
sultation with his dentist, who gave me the 
following history: That the physician had 
visited his office, complaining of an oozing 
of the mucous membrane of the alveolar 
surface surrounding the sockets of the upper 
teeth. As the teeth were removed in March, 
there was certainly no connection with bleed- 
ing from the gums and sockets, since from 
this date they were dry. The dentist very 
skilfully treated this oozing with all of the 
usual means. It was plain to be seen, how- 
ever, that there was an underlying reason 
for the bleeding. It was more than a local 
condition. 

A blood count at that time indicating good 
physical condition, we felt no alarm from 
this oozing, until after the third or fourth 
day, when he showed distinct depression, 
and great anxiety, due largely to the fre- 
quent changing of packing in the mouth and 
to loss of sleep. 

We had a consultation with a number of 
physicians, and decided that he should be 
removed to a hospital, which was done on 
July 2, 1925, when the surgeon there was 
consulted in regard to giving a blood trans- 
fusion. 


On July 2 the following blood count was 
taken : 


mrythrocytes. 2.6... 66.0506 2,760,000 
MMMDONIES: 6... os os sceccees 27,000 
Memogiobin ................ 69% 
Differential : 
Polymorphonuclears ...........79% 
Small Lymphocytes ........... 15% 
Large Lymphocytes ....:..... 3% 
fees 2% 
MMMEEG RS oo ae a. 1% 


In other words, within a week the red cell 
count had dropped from 4,000,000 to 2,760,- 
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000 ; the hemoglobin from 75 to 69 per cent; 
the white cell count increased from 8000 to 
27,000. The coagulation time was 4 min- 
utes, 5 seconds. On July 2 he received a 
blood transfusion of 650 cc. On July 3 his 
red cell count was 2,390,000; the large red 
cells showing polychromatophilia; hemoglo- 
bin 49 per cent, and an occasional poikilo- 
cyte; coagulation time, 6 minutes, 5 seconds. 
July 4 a second blood transfusion was given 
of 750 cc. and showing a red cell count of 
2,440,000; hemoglobin 65 per cent ; coagula- 
tion time, 614 minutes. On July 5 he re- 
ceived 750 cc.; July 6 the blood count was 
2,680,000 ; hemoglobin 60 per cent ; coagula- 
tion time, 4 minutes. 

I might add here that the second blood 
transfusion arrested the bleeding for three 
to four hours, whereas the other transfy- 
sions had no effect whatever on the progress 
of the bleeding. 

July 7, red cell count, 2,280,000—in other 
words, a loss of 300,000; hemoglobin 45 - 
per cent, or a loss of 15 points, and the white 
cell count 6660, showing that the blood 
transfusions did not show a definite increase 
in the blood, but instead the condition was 
steadily progressing, excepting that on July 
13,.1925, the red cell count was 2,540,000, 
the hemoglobin 40 per cent, and the white 
cell count 14,640. 

We were very much disheartened because 
the bleeding persisted and the blood that he 
had received had made no material impres- 
sion upon the anemia. 

Examination of the feces revealed a black 
tarry material, showing occult blood, but the 
blood cultures were negative for seventy-two 
hours, showing no bacteria in the blood. The 
temperature was: 


TRG ER AE Sic fo eis Seigecun 100° 
De TOUTNGay h55< sce. oss 101° 
HO TM GOW. sicigo cies ccc ncses 102° 
The seventh day ............. 100° 
"Phe GC1GNth day oes sc cs pcecees 103° 
"ERG Mig 8 oas.d 6055 ce aes 98° 
TRG GO GIs iis sins cin sch nde 100.4° 
The eleventh day ............. 101.3° 
The thirteenth day ........... 98° 
The fourteenth day .......... 98° 


The pulse ranged from 100 to 140 
throughout; the respirations between 30 
to 40. 
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The medications resorted to were: 


For the mouth: 
Boracic acid solution. 
Monsel’s solution. 
Adrenalin. 
Tannic acid. 
Saturated solution of alum. 
Calcium lactate. 
Calcium chloride, intravenously. 
Coagulose ciba. 
Strychnine, 1/30 grain. 
Thromboplastin. 
Extract thyroid. 
Oil of ricini, 
Oil of turpentine by mouth. 
Calomel. 
And lastly liver extract. 


The diagnosis of “purpura hemorrhagica” 
was undisputed, because of the bleeding 
from mucous membranes, bladder, rectum, 
larynx, and pharynx. There were also pur- 
puric spots of the extremities, and constant 
oozing about the site of the transfusion. It 
was necessary to catheterize to overcome the 
obstruction due to blood clots. 

The patient was extremely exhausted, and 
mentally depressed. There were also home- 
opathic remedies used, with which I am not 
familiar. After the blood transfusions and 
medications had failed we were at a great 
loss to know just what to do next. Despite 
all treatment, it seemed that death was immi- 
nent, unless some means could be found to 
check this constant oozing. 

After exhausting about all the remedies 
for local bleeding mentioned in all the lit- 
erature available, we resorted to that sug- 
gested by Dr. J. Chalmers DaCosta in the 
eighth edition of his “Surgery,” page 511, 
which is prepared according to his formula 
as follows: “A suitable material for local 
bleeding can be made by grinding up the 
fresh liver of an animal, soaking it in water, 
filtering the mixture through gauze, soaking 
the gauze in the filtrate, and tamponing the 
wound with wet gauze.” 

This liquid was administered by mouth, 
as a packing, as a stomach lavage, as an 
enema, and also for dressing the arms at 
the site of transfusion. 

I am uncertain as to whether the patient 
had ceased bleeding owing to the great loss 
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of fluid from the body, or whether the liver 
extract had hemostatic effect. However. 
within twelve to fourteen hours the bleeding 
entirely ceased, though leaving the patient 
very depressed and exhausted. Thinking 
that this depression was probably due to the 
loss of fluids of the body, liquids were intro- 
duced by hypodermoclysis, and through the 
stomach. 

The introduction of liquids by mouth pro- 
duced severe nausea, which was relieved by 
castor oil, resulting in free elimination; this 
was followed by 1/30 of a grain of strych- 
nine every three hours, overcoming some of 
the mental depression. The patient was 
still prostrated and had an annoying nausea, 
preventing his taking nourishment. I felt 
that the liver extract had acted so promptly 
on the bleeding that I was interested to 
know whether it would have any effect on 
this prostration and nausea. For this pur- 
pose we used a powdered extract of liver, 
which was given by mouth in hot cocoa, in 
teaspoonful doses, thre¢ times a day. While 
the taste was not very pleasing to the patient, 
the improvement that resulted was most 
gratifying; the nausea and the mental de- 
pression clearing up more rapidly after the 
administration of the liver extract than 
when the strychnine was used. 

July 16, the patient was discharged from 
the hospital, and was sent to his home. He 
was given the same treatment as at the hos- 
pital, and for two weeks he improved very 
rapidly, so that he was able to motor to 
Baltimore to complete his convalescence, 
under the care of his wife and sister. | 
kept in touch with the patient during his 
stay in Baltimore from July 16 to September 
1, during which time he attempted on several 
occasions to discontinue the liver extract, but 
found that this substance was the actual 
backbone of his treatment. September 1, 
the blood examination revealed the follow- 


ing: 


BeyithirOcytes .). i0is3 ost us- sss 4,000,000 
ee a eg ee 9,120 
Hemoglobin .............--- 89% 


About November 20 he began feeling very 
irritable, so that his whole condition seemed 
to be that of a state of mental depression 
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with marked anorexia. A blood examina- 
tion was then made: 


Erythrocytes ...........50:. 4,920,000 
PST a: Co er 9200 
Hemoglobin ............665 2% 


Blood sugar—125 mg. 
Blood urea nitrogen—13.6 mg. 
Wassermann reaction slightly positive. 


Finding the blood practically normal, he 
was given a course of calomel, 1/5 of a grain 
three times a day after meals, for four or 
five days; followed by strychnine, 1/30 of 
a grain three times a day, for about one 
week. This medication restored him to his 
former good condition. The liver extract 
had been discontinued November 20; it was 
again given after the tonic treatment of 
strychnine, and is still being used, because 
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it seems that when the liver extract is dis- 
continued the mental depression and nervous 
irritability returns. 

The fluid extracted from the beef liver 
controlled the bleeding. A powdered extract 
of liver relieved the mental depression, 
which is proved by the fact that at this date 
the patient is unable to go without the liver 
extract for any length of time. 

Is it possible that in this specific form of 
infection the hemostatic power of liver func- 
tion has been destroyed, and that this treat- 
ment is acting as a substitute? The patient, 
since the attack of November 20, has been 
feeling very well, and able to work every 
day, taking one teaspoonful of powdered 
liver extract in cocoa three times a day. 


2059 DuPont Bina. 





Prolonged Miosis for the Control of Increased 
Intraocular Tension, with Remarks on the 
Preparation of Solutions of the Muotics' 


BY G. E. pe SCHWEINITZ, M.D. 


Professor of Ophthalmology in the Post-graduate School of the University of Pennsylvania 


AND 


B. F. BAER, M.D. 


Surgeon to the Wills Eye Hospital, Philadelphia 


In agreement with those—and they in- 
clude the majority of ophthalmologists— 
who maintain that, other things being 
equal, a proper operation early performed 
is the method most likely, in the majority 
of instances, to yield the best results in the 
management of chronic glaucoma, we real- 
ize, as all of us must, that in a certain per- 
centage of cases operation does not check 
the process, that sometimes degradation of 
vision is more rapid after a surgically cor- 
rect procedure than prior to its perform- 
ance, because increased intraocular tension 
is not the whole story of glaucoma; that 
operation may be inadvisable, or, indeed, 
impossible, on account of general as well 
as ocular conditions, and that some patients, 


-—_. 


_ *Read before the Section of Ophthalmology of the 
College of Physicians of Philadelphia, February 18, 1926. 


although it is plainly indicated, positively 
decline to accept operation; and_ finally, 
that prolonged miosis without operation is 
capable of efficiency for a long time and 
may be needed as an adjunct to surgical 
interference. Hence, physostigmin (eserin ) 
and pilocarpin maintain an important place 
in our therapy of chronic glaucoma, and 
we desire to present, as shall presently ap- 
pear, some data as to the methods of pre- 
paring solutions of the miotics. in order to 
avoid certain untoward conditions . which 
they are capable of producing, and which 
may preclude the possibility of their con- 
tinued employment. 

Of these untoward conditions, a con- 
spicuous and often troublesome one is the 
development of the well-known toxic con- 
junctivitis, characterized by the elaboration 
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of follicular granulations and a moderate 
secretion, in many instances associated with 
edema and eczematous eruption on the lids 
and surrounding tissues. 

Occasionally this conjunctivitis appears 
a short time after the instillation of the 
miotic solutions; usually a comparatively 
long period elapses before the inflammation 
manifests, and sometimes its advent is de- 
layed for a great while, or does not at all 
appear. 

It has been attributed to impurities in the 
solution, to the presence of free acid, to a 
fungoid growth, and to idiosyncrasy. Ap- 
parently it is more common in those patients 
who have an arthritic tendency, as was 
pointed out by Treacher Collins. 

As instances of long-continued immunity, 
we may refer to three women who 
have used pilocarpin solution (of varying 
strengths) for 12, 14 and 16 years respec- 
tively, without the slightest evidence of 
conjunctival irritation, and to one man who 
has employed eserin (oily solution, or sus- 
pension) for 16 years without the least in- 
dication of conjunctivitis. Any ophthal- 
mologist in active practice can of course 
record similar experiences. 

Exclusive of those patients who speedily, 
within a few days, or at least a week or 
two, exhibit conjunctival reaction even in 
violent degree, and who belong to the 
idiosyncrasy class, a real miotic conjunc- 
tivitis—that is, one where follicular granu- 
lations + appear—usually requires some 
weeks or a few months for its development. 

But it is also true that immunity may be 
maintained for years, when, the solutions 
and frequency of their application remain- 
ing the same, it breaks down, and the reac- 
tion, it may be rather suddenly, becomes 
tempestuously evident. 

Miotic conjunctivitis is less apt to occur 
if pilocarpin hydrochlorid, or nitrate, is the 
selected drug than if any of the salts of 
physostigmin are employed in watery solu- 
tions, or if they and pilocarpin are both 
employed. It is also true that periods of 


immunity are often prolonged, or that un- 
toward results are avoided, if the treatment 
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begins with weak solutions of the drug and 
gradually the percentage-strength is in- 
creased. One may commence, for instance, 
as Posey has advocated, with 1/10 of a 
grain to the ounce, and slowly advance its 
strength, so that some months pass before 
a solution of 1 grain to the ounce is reached. 

It is hardly necessary to say that the so- 
lution must be fresh, often renewed and 
sterilized. This is far better than trusting 
to the addition of antiseptic substances, for 
instance tricresol. 

Every ophthalmologist could gather from 
his records the case histories of patients 
who have for years successfully maintained 
their glaucomatous eyes within the range 
of normal tension by miotic treatment. In 
the list of patients previously referred to 
there is one who has been under constant 
observation for twenty years, who has 
steadfastly declined operation, who has had 
a number of subacute attacks and four 
acute attacks, which have always yielded to 
increased dosage of miotics, and yet who, 
even now, has practically normal vision and 
normal intraocular tension. 

In the case of another patient in this list 
the same happy result obtained for many 
years in one eye, but not in the other, in 
which the vision slowly disappeared ; it was 
only one-half of normal when the treat- 
ment began. 

On the other hand are those patients in 
whose eyes a normal tension has_ been 
maintained for years by means of miotics, 
for fifteen years in one case in our list, 
when the miotic loses its control and the 
tension rises in spite of 
application 
strength of the solution. 

These are peculiarly dangerous cases be- 
cause the patients are apt to neglect sys- 
tematic examination, and only too often 
they report for investigation when the field 
of vision is greatly depreciated, even 
though direct vision may still be good. 

Furthermore, in a fair percentage of 
cases of chronic glaucoma the failure of 
miotic control of increased intraocular ten- 
sion may be evident, not in a slowly persist- 


increased fre- 


quency of and increased 
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ing rise of pressure without congestive 
signs, but in a sudden acute attack. For 
example, in the case of a patient with 
chronic glaucoma the tension remained in 
perfect control for sixteen years, when 
suddenly the right eye developed a violent 
attack of acute glaucoma which rapidly 
passed into the malignant type of the dis- 
ease, With prompt destruction of vision, 
requiring enucleation of the globe. In two 
days an attack of acute glaucoma super- 
vened in the left eye, fortunately entirely 
obviated by a peripheral iridectomy, vision 
and field of vision being normal more than 
a year since its performance. 

Hence De Wecker’s contention, long ago 
promulgated, that miotics cannot cure 
chronic glaucoma is practically justified, 
and we repeat the statement that operation 
according to one of the methods which se- 
cures a fistulous area is, in suitable circum- 
stances, the best method of treating chronic 
glaucoma. Nevertheless, for the reasons 
previously stated, miotics are often re- 
quired, and it may be for long periods of 
time. Therefore the best methods of pre- 
paring the liquid solutions of these reme- 
dies is a matter of importance. 

Recently, Mr. J. W. England, the well- 
known pharmaceutical chemist, much in- 
terested in a patient with chronic glaucoma 
whose conjunctiva quickly reacted unfavor- 
ably to watery solutions of physostigmin 
and pilocarpin, writes as follows: “I have 
been making solutions of pilocarpin hydro- 
chlorid and physostigmin sulphat with a 
special rose water, filtering through paper. 
The formula for the ‘Special Rose Water 
(No. 1)’ used is: Boric acid 18 grains 
and stronger rose water 4 fluid ounces. 
Dissolve the boric acid in the stronger rose 
water and filter into a sterile bottle. If the 
rose water is cloudy from supersaturation 
of volatile oil, mix with purified tale before 
filtration. To filter, use a glass funnel, 
with a flattened plug of absorbent cotton 
in the neck, and upon this rest the folded 
filter paper. Return the first portions of 
the filtrate if not absolutely clear. 

“There is something more in rose water 
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than the odor. It seems to be slightly anes- 
thetic, however small the amount of oil in 
the rose water may be. The chief constitu- 
ents of oil of rose are the alcohols geraniol 
and citronellol, the two together being 
present to the extent of 70 to 75 per cent, 
while the citronellol constitutes about one- 
fourth of the liquid portion of the oil. 
Traces of esters of these alcohols are also 
present (B. P. C., 1923, 765). 

“T believe that this ‘Special Rose Water’ 
can be still further improved by adding 
0.85 per cent of sodium chloride—making 
it a physiological salt solution in rose water. 
The formula would be: 


Boric acid, 18 grains; 
Sodium chloride, 16 grains; 
Stronger rose water, 4 fluidounces. 


Prepare as for Special Rose Water No, 1. 


“My reason for advocating the addition 
of sodium chloride is this: Many years 
ago, while experimenting with white of 
egg, I noticed that it was not wholly soluble 
in water. When 25 cc. of egg-white was 
mixed with 75 cc. of water in a 100-cc. 
glass cylinder, and agitated, a glairy, in- 
soluble mass of globulin remained sus- 
pended in the water. When, however, I 
added 0.85 per cent of sodium chloride and 
agitated, a transparent solution immediately 
resulted. This was due to the fact that the 
sodium chloride made the globulin soluble 
in water.” 

Thus far, the solution recommended by 
Mr. England has been used only once, 
namely, in the treatment of the patient al- 
ready referred to for whom it was prepared. 
The results achieved in this case were sat- 
isfactory, and we hope other members of 
the Section may make trial of it, so that its 
ultimate efficiency may be or may not be 
established. 


Since this paper was read (February 18, 
1926) one record of a trial of Mr. Eng- 
land’s solution has been received, detailing 
an utter failure of the preparation to pre- 
vent miotic conjunctivitis, which, indeed, 
appeared only too promptly in most active 
manifestation. 
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BY LEON K. 


Paroxysmal Tachycardia: 
and One of Auricular Flutter 





Report of Three Cases 


BALDAUF, M.D. 


Louisville, Kentucky 


The following cases are reported, not 
because of their 
were interesting, 
comparative ease 


were controlled. 


rarity, but because they 
and also because of the 
with which two of them 


In order to understand the manner in 
which these tachycardias arise, a thorough 
knowledge of the origin of the heart-beat is 
necessary. “The sinoauricular node, a col- 
lection of specialized tissue (primordial tube 
remnant ), lies in the sulcus terminalis at the 
juncture of the superior vena cava and the 
right auricular appendage. It is composed 
of delicate, spindle-shaped, interlacing mus- 
cle-fibers and a few ganglion cells in a 
connective-tissue reticulum. The sinoauric- 
ular node is the seat of origin of the cardiac 
impulse, as has been demonstrated by the in- 
vestigations of Keith and Flack, Wyhauw, 
Oppenheimer and Oppenheimer, 
Brandenburg and Hoffman, and Ganter and 
Zahn. It is the region of primary cardiac 
electro-negativity. The 
spreads from the sinoauricular node to the 
auricles and then reaches the auriculoven- 


Lewis, 


excitation wave 


tricular node” (Willius). 

When the cardiac implse arises outside of 
the sinoauricular node, there is produced a 
rhythm which is spoken of as ectopic. This 
ectopic focus may lie in the auricle, in the 
ventricle, or in the junctional tissue. 
times the foci are multiple, as in a case 
reported by Willius, in which in the same 
tracing there was evidence of an auricular 
flutter and a ventricular tachycardia. The 
various types of paroxysmal tachycardia, 
with the exception of paroxysmal sinus 
tachycardia, are ectopic in origin. The 
paroxysmal tachycardias may be classified 
as: (1) paroxysmal sinus tachycardia; (2) 


Some- 


paroxysmal auricular tachycardia; (3) a 
tachycardia which presents itself as an 
auricular flutter; and (4) auriculoventric- 
ular nodal rhythm. 





1. Paroxysmal sinus tachycardia: Here 
the impulse starts in the sinoauricular node, 
and outside of the rapidity of the heart- 
rate the electrocardiograph tracing is per- 
fectly normal. We simply have here a 
heart, with the impulse starting in the sino- 
auricular node, beating abnormally fast. 

2. Paroxysmal auricular tachycardia: 
Here the ectopic focus lies somewhere in 
the auricular musculature. The proof that 
this impulse starts in the auricle lies in the 
fact that the auricular waves, or the “P” 
waves, are always inverted. 

3. Auriculoventricular nodal rhythm: 
The sinoauricular node is not the only node 
which possesses the property of automatism. 
Stimuli may arise in the auriculoventricular 
node, and dependent on the origin of stimuli 
in different portions of this node do we 
have three types of auriculoventricular 
rhythm. Where the impulse starts in the 
upper portion of the node, the “P-R” 
terval—that is, the interval between auricu- 
lar systole and ventricular systole—is de- 
creased, and we have paroxysmal nodal 
tachycardia arising in the upper portion of 
this auriculoventricular node. When the 
impulse starts in the lower part of the node, 
the “P-R” interval has disappeared or is 
absent, and finally we have a “R-P” inter- 
val; that is, the ““P” wave, or the auricular 
systolic wave, appearing after the “R” wave 
and inverted. Here the impulse originates 
in the lowest part of the node. 

In addition to these types of tachycardia 
Here 


in- 


we have a ventricular tachycardia. 
the electrocardiogram shows a series of 
premature ventricular contractions, which 
simply means that the auricular and ven- 
tricular beats are simultaneous. Lewis has 
shown that. this ventricular tachycardia, 
which is not common, may border on ven- 
tricular fibrillation, and ventricular fibrilla- 
tion is not compatible with life. When the 
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heart-rate exceeds two hundred per minute, 
we become suspicious of auricular flutter. 
Here we have the focus of stimulation in 
the wall of the auricle outside of the normal 
pace-maker, the discharge being so active 
as to submerge sinus activity. The electro- 
cardiograms of flutter are characterized by 
an extremely rapid auricular rate, by inver- 
sion of the “P’’ wave, and by partial heart 
block. 

I wish to report three cases of paroxysmal 
tachycardia which have rather recently come 
under my observation, and to mention a 
case of auricular flutter which I reported 
some time ago. Two of the patients have 
recovered from these attacks, which reap- 
peared rather frequently. The third case 
was fatal, and fortunately I obtained per- 
mission for an autopsy, which, however, 
was not very satisfactory. The patient with 
auricular flutter, whose case I described in 
detail some time ago, has not appeared for 
treatment for at least two years. Follow- 
ing the administration of digitalis and mer- 
cury and iodide the attacks have not re- 
curred and the patient is evidently enjoying 
good health. 

Case /1—A male, aged thirty-five, gives 
the history of inflammatory rheumatism at 
the age of fifteen years. Heart examina- 
tion negative except for a diastolic murmur 
heard over the pulmonic area. Six-foot 
x-ray picture negative. Blood-pressure 
135/65. Electrocardiogram between at- 
tacks perfectly normal. The patient was 
seen on the street during an attack of par- 
oxysmal tachycardia. He was taken to the 
laboratory with the hope of getting a trac- 
ing before the tachycardia disappeared. A 
perfectly good tracing was obtained, and 
an attempt was made to relieve the tachy- 
cardia by pressure on the vagus. Deep 
pressure was exerted over the region of the 
sternocleido muscle, and almost immediately 
the patient was relieved of his tachycardia 
and the normal rhythm appeared. The sub- 
jective symptoms of distress disappeared 
and the patient left the office completely 
relieved. 


Case I]—Mrs. J. C., aged fifty-eight, 


ORIGINAL ARTICLES 








473 


gives the history of several attacks of par- 
oxysmal tachycardia. She was examined on 
February 27. Pulse-rate 90, but shows an 
occasional extra systole. Heart decidedly 
enlarged to the left. | Blood-pressure 
195/108. There is definite tenderness over 
the appendiceal region. Gastrointestinal 
examination shows marked gastroenterop- 
tosis with an especial kink in the transverse 
colon. The patient came to the office the 
next day during an attack of tachycardia 
and a good tracing was made. After learn- 
ing from the patient that frequently these 
attacks were stopped by taking bicarbonate 
of soda, a teaspoonful of sodium bicar- 
bonate was given, and in a very short while 
the tachycardia disappeared. 

Case I1].—Mr. B., aged seventy, has had 
frequent attacks of tachycardia. These at- 
tacks have persisted over a number of 
years and have lasted seven or eight days 
at a time. When the attacks continued for 
this length of time, the heart would become 
enormously dilated and the patient would 
be almost in extremis, and suddenly with 
disappearance of the attack he would be 
completely relieved. These frequent at- 
tacks, often persisting for a week at a time, 
continued for several years, and finally dur- 
ing an attack which lasted about thirteen 
days at the Jewish Hospital, Louisville, he 
succumbed. An autopsy was held, which 
unfortunately was not completed. The 
heart, which was removed, showed over the 
auricles a decided thickening of the peri- 
cardium, or the so-called “soldier plaque.” 
Inasmuch as the patient was sent to me 
through the courtesy of Dr. Willius of 
Rochester, Minnesota, and had been re- 
ferred to me because of his residence in 
Louisville, I sent the heart intact without 
opening it to Dr. Willius ; but unfortunately 
the specimen was lost in transit. 

The patient with auricular flutter, whose 
case I described here several years ago, had 
an attack in the office, and I was fortunate 
enough to get a good tracing. The electro- 
cardiogram shows a two to one heart block. 
This attack lasted only a short time, and 
following the administration of digitalis 
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and mercury and iodide the patient had no 
recurrence. 

In the various types of cardiac irregular- 
ity to which attention is herein directed, the 
prognosis as to life expectancy is fairly fa- 
vorable, except in ventricular fibrillation, 
which, as already shown, is incompatible 
with life. Of the three patients with par- 
oxysmal tachycardia described in the fore- 
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vascular and other diseases, such as aortic, 
coronary, pericardial and myocardial lesions, 
exophthalmic and other types of goitre 
with or without hyperthyroidosis, arterial 
hypertension, arteriosclerosis, the leukemias, 
the anemias, pulmonary tuberculosis, syphi- 
lis, nephritis, typhoid fever, influenza and 
other systemic infections, ete., and in prog- 
nostic estimation the influence of such co- 





Fic. la.—Paroxysmal tachycardia. 


going report, two recovered and one died. 
Statistics emanating from large cardiac 
clinics indicate that fatalities from parox- 
ysmal tachycardia, even where recurrent 


During attack. Rate approximately 180. 


existing disorders must necessarily be ac- 
corded proper consideration. 

It would appear, therefore, that the prog- 
nosis in paroxysmal tachycardia depends 





Fic. 1b.—Paroxysmal tachycardia. Rate approximately 180 during attack. 


attacks at varying intervals have persisted 
for many years, are relatively infrequent. 
It is shown that the majority of the patients 
succumb to intercurrent and oftentimes un- 
related affections. 

Paroxysmal tachycardia may be present 
as a complicating factor in various cardio- 


for the most part on: (1) the type and de- 
gree of the underlying or accompanying 
cardiac damage; (2) the coexistence of re- 
lated or unrelated affections; and (3) the 
age and physical status of the individual 
when the tachycardia first becomes mani- 
fest. The larger number of cases, and the 
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higher mortality, have been noted in those 
between the ages of forty and sixty years. 

Barnes and Willius' recently tabulated 
and analyzed, with especial reference to 
prognosis, one hundred and two cases of 
paroxysmal tachycardia observed in the 
cardiac service of the Mayo Clinic from 
1914 to 1923. These cases were divided 
into the following groups: (1) nodal tachy- 
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ing infectious diseases, with possible cardiac 
damage, as follows: 


POWSNINES HE b.o-0 scos bse en eee 39 cases. 
NRO 1, occiore ance eased Sa 
Rheumatic fever ........... ie 
fh Ss Ca 17} aes 
SICAMNOE EVER ules ss 6naso-h.0s 2s |S 
COMO oo os Seco Ses wee iZ>9 
DBE Radin eoscs wea a. cae ds 
Chronic “rheumatism” ...... Be Ss 
No history of infection..... Bee 





Fic. 2a.—Paroxysmal tachycardia. Rate approximately 100 following attack with pressure on vagus. 


cardia, 36; (2) auricular tachycardia, 7; 
(3) ventricular tachycardia, 6; (4) auricu- 
lar flutter, 53. In the series there were sixty 


males and forty-two females within age 
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There were forty-four cases without asso- 
ciated general diseases, fourteen with arterio- 
sclerosis, thirteen with hypertension, sixteen 
with exophthalmic goitre, six with adeno- 
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Fic. 26.—Paroxysmal tachycardia. Rate approximately 85 following attack and taking sodium bicarbonate. 


limits of twenty and seventy-nine years. 
Seventy-five of the patients were between 
forty-one and seventy years of age, and of 
these forty were in the sixth decade of life. 

There was a definite history of preéxist- 


Boston Medical and Surgical Journal, October 9, 1924. 


matous goitre with hyperthyroidosis, five 
with syphilis, three with chronic nephritis, 
two with duodenal ulcer, and one each with 
myxedema, Addison’s disease, pernicious 
anemia, gastric cancer, and esophageal can- 
cer. 
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In twenty-seven cases no cardiac lesions 
were noted; in sixteen, myocardial degen- 
eration was associated with exophthalmic 
goitre ; in six, with adenomatous goitre with 
hyperthyroidosis ; in ten, with chronic endo- 
carditis; in eighteen, with various types of 
myocardial degeneration. There was one 
case each of syphilitic aortitis with aortic 
regurgitation, syphilitic aortitis, angina pec- 
toris, coronary sclerosis with infarct and 
aneurism of left ventricle, diffuse dilatation 
of aorta, and aortitis; twelve cases each of 
myocardial degeneration associated with 
hypertension, and myocardial degeneration 
associated with arteriosclerosis; and three 
cases of pericarditis. 

Investigations made at the time of their 
tabulation revealed twenty-five deaths. Total 
patients traced eighty-four, of whom fifty- 
nine were living ; thirty-six were still having 
attacks of tachycardia; two only had been 
temporarily confined to bed; 
showed full working capacity; fifteen were 
partially incapacitated, ten were totally so; 
seven reported having varying degrees of 
orthopnea. 


thirty-two 


As a result of their observations the au- 
thors state that “considering the ages repre- 
sented in this series, as well as the severe 
cardiovascular damage, it does not appear 
that attacks of paroxysmal tachycardia have 
contributed much to cardiac failure or to 
incapacity.” 

Of the twenty-five deaths in the series, 
only twenty were attributable to cardiac 
origin (males thirteen, females seven), or 
a death-rate of 24 per cent. Of forty-eight 
patients with minimal or no cardiac findings 
at examination, five (10 per cent) perished 
from cardiac disease; of thirty-six with 
definite findings of cardiac disease, fifteen 
(42 per cent) died. 

“The death-rates were high in cases of 
paroxysmal tachycardia associated with aor- 
tic and coronary disease (57 per cent), and 
with endocarditis (46 per cent). The esti- 
mation of the prognosis of paroxysmal 
tachycardia, so far as this study is con- 
cerned, consisted largely of the estimation 


of the type and degree of the underlying 
cardiac damage” (Barnes and Willius). 
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As to the symptomatology of paroxysmal 
tachycardia: In the series of cases analyzed 
by Barnes and Willius, outside of the sudden 
onset and the abrupt cessation, which were 
the most important characteristics of the 
condition, among the common symptoms 
was vertigo, which was associated with the 
attacks in eighteen cases. In eleven cases 
there was marked hypertension; nine pa- 
tients complained of pain which was located 
in various regions—in one instance it was 
retrosternal with interscapular and abdom- 
inal radiation, at times precordial, and again 
in the interscapular region; one patient suf- 
fered such intense pain that morphine was 
required for relief; another had knife-like 
precordial pain. In these nine cases there 
was evidence of definite arteriosclerosis, and 
the pain was probably due to arteriosclerotic 
involvement of the vessels supplying the 
heart muscles. Many of the patients men- 
tioned palpitation, a fluttering sensation in 
the chest, and were themselves conscious of 
the tachycardia. Some of them complained 
of choking, or a lump in the throat, of being 
faint, weak, and tired. One patient fell 
asleep toward the end of an attack. In 
many cases dyspnea was a common symp- 
tom. Five of the patients had syncope, two 
were delirious, one had epileptiform attacks, 
three were unconscious, one was aphasic 
during the attack. 

In a part of the cases reported by Barnes 
and Willius the average period over which 
the attacks occurred was twelve years; the 
longest time during which the attacks were 
repeated was forty-three years. The factors 
which contributed to production of the at- 
tacks were mainly excitement, exertion, and 
the taking of food. A large percentage of 
the patients had gastric disturbances of dif- 
ferent types. Two patients in the series 
were awakened from sleep by the attacks. 
As a general rule the longer the attacks had 
persisted the more frequently they occurred. 

Treatment.—The patients themselves fre- 
quently acquired habits of terminating an 
attack. Vomiting seemed to be a frequent 
means. Sometimes the taking of a deep 
breath, drinking cold water, or applying an 
ice-cap to the heart, terminated the attack 











all 


~~ = 


we 


—-_— ' 








quickly. A method of treatment which has 
been recommended by the best authorities, 
and which in certain cases has been ex- 
tremely successful, is pressure exerted on 
the vagus nerve. The vagus nerve is so 
related to the carotid artery that if pressure 
of the artery is exerted along the border 
of the sternocleido muscle against the un- 
derlying vertebral process, the nerve may 
be pinched and mechanically stimulated. 
Ordinarily pressure is made over the right 
nerve; occasionally pressure on the left 
nerve is efficacious ; in some instances pres- 
sure has been exerted over both nerves, but 
this is not without danger. Neuhoff has 
reported a case in which convulsive seizures 
followed simultaneous pressure over both 
vagi. The peculiar maneuvers which the 
patients themselves adopt is really another 
manner of stimulating the vagus, such as 
the taking of deep breaths, swallowing 
water, putting the neck on the stretch, vom- 
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iting, etc. Some of the patients learn to 
compress the vagi. 

As to drug treatment: The drugs which 
have been used are those of the digitalis 
group, and these should be administered in 
massive doses. Strophanthin has also been 
recommended and employed. It is ques- 
tionable whether bromides or morphine stop 
an attack. Recently quinidine has been 
recommended in the treatment of this con- 
dition, and in a few cases it has been suc- 
cessful. In the fatal case which I have 
mentioned, quinidine was tried but was 
without effect. 
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Present Status of Serum Therapy in Scarlet Fever 
BY SAMUEL S. WOODY, M.D. 


Medical Director and Superintendent, Philadelphia Hospital for Contagious Diseases 


Ever since the development of the germ 
theory of disease scarlet fever has been the 
subject of constant study in the endeavor to 
discover its etiology and possible control. 
Its origin was in turn attributed to pro- 
tozoa, to a filterable virus, and to the 
streptococcus. While the first two have 
been found entirely wanting as workable 
bases, the streptococcus was early recognized 
as undoubtedly influencing the disease, but 
was not regarded’ as the primary etiologic 
factor. Even so, its rdle was considered 
sufficiently pronounced to lead to the devel- 
opment of a serum more than a quarter of 
acentury ago. This failed to be of value, 
however, mainly because of the absence of a 
Susceptibility test, a want which has now 
been supplied by the Dick test, based upon 
the demonstration by Doctors George and 
Gladys Dick, in October, 1923, of the hemo- 
lytic streptococcus as the undoubted primary 
cause of scarlet fever. 


The isolation of the streptococcus hemo- 
lyticus as the etiologic factor of scarlet 
fever marks an epoch in preventive medicine 
as important as any event in medical annals. 
For with the discovery came the susceptibil- 
ity test as well as immunization and specific 
treatment which should provide more effec- 
tive control and treatment of the disease. 
Although before the Dicks announced their 
discovery the rdle of the streptococcus 
hemolyticus had been suspected, since it 
was known to be a constant organism in all 
scarlet fever cases, it was assumed to bé a 
secondary factor, being concerned with the 
development of complications rather than 
with the actual origin of the disease. The 
idea was that the scarlet fever inciting 
organism, whatever it might be, made of the 
scarlet fever subject fertile soil for the de- 
velopment of streptococcus disease. Scarlet 
fever had as yet not been produced experi- 
mentally in the human subject, and the 
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immunity usually conferred by one attack 
of the disease did not appear to be charac- 
teristic of streptococcus infection. 

The epochal studies of the Dicks were 
based on observations in the case of a nurse, 
who, while attending a mild but typical case 
of scarlet fever, developed a sore finger and 
two days later showed symptoms of the 
disease. At the height of the rash several 
drops of pus were obtained from the lesion 
of the finger. Stains were made‘ of direct 
smears of the pus and detailed and careful 
studies were made of cultures during two 
weeks’ incubation. 
found in these cultures were a hemolytic 
streptococcus and a diphtheroid bacillus. 
From these an apparently pure culture of 
the streptococcus was obtained. 

The first step was fortunately followed 
by success in obtaining five volunteers will- 
ing to submit to inoculation with the hope 
of developing scarlet fever. Three of the 
experiments proved negative, while the other 
two cases were reported by the Dicks as 
“probably caused by the hemolytic strepto- 
coccus.”” At the same time, however, the 
authors cautiously refrained from claiming 
that these tests justified the conclusions that 
all cases of scarlet fever ‘‘are caused by the 
hemolytic streptococcus described,” al- 
though their experiments had fulfilled all 
the requirements of Koch’s law. The or- 
ganism in these cases was found specific 
for scarlet fever, and had not been found in 
any other disease; it had been obtained in 
pure culture from which the disease was 
experimentally produced in the human sub- 
ject, and it had been demonstrated that the 
characteristic symptom of fever, 
namely, the exanthem, is caused by the 
scarlatinal streptococcus. 


The only organisms 


scarlet 


After these ex- 
periments came the discovery ‘of the spe- 
cific toxin which explained recovery and 
subsequent immunity as being due to the 
reaction of this toxin and by the forma- 
tion of antitoxin, which by neutralization 
of the former produced this recovery and 
immunity. 

Thus armed the control of the disease 
has come within the range of possibility. 
Hitherto isolation was practically the only 
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means of controlling scarlet fever. 


But 
efficient isolation is particularly difficult in 
this disease, being as it is one of the most 
insidious of the acute infections, and one 
that cannot always be diagnosed unless 
seen at the crucial time, so that many cases 


are overlooked. Not only that, but what 
makes it more dangerous is that the light 
cases which are often unrecognized may be 
more fruitful as sources of spread of the 
disease than the severe ones. Thus any 
subject of scarlet fever may become a public 
health menace. Furthermore, difficulty of 
control is much enhanced by carriers which 
cause “return cases” and which, as is well 
known, may be instrumental in starting an 
epidemic. But these difficulties bid fair to 
be materially reduced, if not entirely over- 
come, by the present means of prophylaxis 
and treatment. These means, although so 
recently placed within our ken, have rapidly 
gained foothold in active public health work. 

The Dick test for susceptibility is carried 
out in a manner similar to that used for the 
Schick test for diphtheria, and like it is de- 
pendent on the ability of the subject to 
neutralize a small amount of toxin obtained 
from the strain of streptococcus which is. 
now known to cause scarlet fever. Once 
having established a susceptibility test, the 
next logical step, of course, is immuniza- 
tion of susceptibles. While it is too early 
to say how long active immunization will 
last, it is thought by some to ‘be effective 
for at least one year, and may in all prob- 
ability last a lifetime, especially as it is a 
well-known fact that susceptibility to the 
disease decreases naturally after the twen- 
tieth year of life. Personally we at the 
Philadelphia Hospital for Contagious Dis- 
eases believe that active immunization is not 
yet sufficiently developed to warrant definite 
conclusions with regard to its permanence, 
nor do we advocate routine active immuniza- 
tion for the present. Park, in a valuable 


contribution to the subject (J. A. M. A. 
1925, Ixxxv, 1180) remarks that he believes 
that those who pass the Dick test are prob- 
ably immune for many years and most 
likely for life. For the present, however, he 
does not advise general immunization except 
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in the face of a possible outbreak Of the 
disease. “At such a time,” he says, “the 
public is interested and immunization will 
be of value to stop the outbreak.”” He also 
adds that he would not press immunization 
until at least “another year has gone by, 
and until we are better informed as to per- 
manence of immunity and the regulation of 
the dose.” 

On the other hand, we are quite positive 
that our experience leads -us to believe that 
immediate and temporary immunity pro- 
vided by the use of antitoxin rests on firmer 
ground. At the Philadelphia Hospital for 
Contagious Diseases passive temporary im- 
munization has been carried out with satis- 
factory results in 97 Dick positive cases 
after varying degrees of exposure. We 
have used preparations from five different 
biologic manufacturers and have given the 
serum in one injection forty-eight hours 
after exposure. The dosage used was as 
follows: In children up to three years of 
age (inclusive) antitoxin to neutralize 
50,000 skin test doses of toxin was given; 
from the fourth to the sixth years (inclu- 
sive) 75,000 skin test doses; and to all over 
six years 100,000 skin test doses. All the 
cases gave a negative Dick test when re- 
tested seventy-two hours after the admin- 
istration of antitoxin, and not one of the 
series developed scarlet fever during an 
average of from four to sixteen days’ sub- 
sequent stay in the hospital. There were no 
control Dick tests made for duration of 
immunity. In more than 75 additional cases 
exposed to scarlet fever (through having 
been sent in under mistaken diagnosis of 
scarlet fever), but with negative scarlet 
fever histories, antitoxin to neutralize 100,- 
000 or more skin test doses was given. The 
cases all had had direct and most intimate 
exposure to scarlet fever in the ambulance, 
or in the wards with active scarlet fever 
cases, varying in time from five to sixteen 
days, and not one of them developed the 
disease. 

In the light of this experience we believe 
it safe to indorse the use of scarlet fever 
antitoxin as an emergency prophylactic 
measure in families, and more particularly 
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in hospitals and other institutions where 
scarlet fever may develop. 

Of equal importance with immunization is 
the effective treatment of the disease, and 
it is only natural that this should have been 
worked out along the same lines as treat- 
ment for diphtheria, that is, by an antitoxic 
serum. Without dwelling upon the merits 
of the two main sera at present in use—the 
Dick serum and the Dochez serum—we are 
free to state that serum treatment of the 
disease has proven most valuable in about 
160 severe cases, as compared with cases 
not receiving such treatment. By its use 
we were able to obtain a more rapid subsi- 
dence of toxemia, more rapid fading of the 
rash, more prompt return to normal of the 
mucous membranes, a reduction in the inci- 
dence of carriers, and a softening of the 
menace of return cases. We have given 
the serum intramuscularly in doses equiva- 
lent of 250,000 to 700,000 skin test doses, 
the size of the dose being regulated by the 
age of the patient, the degree of toxemia, 
and the severity of the throat symptoms. In 
passing, it may be said that we have always 
laid great stress on the condition of the 
throat in estimating the severity of a given 
case of scarlet fever. In the use of the 
concentrated antitoxin now available the 
question of serum sickness is not a serious 
one. In about 100 doses of antitoxin con- 
tained in from 6 to 30 cc. of serum, a 
serum sickness incidence of 11 per cent has 
been noted. The reactions are a little severer 
than those obtained from diphtheria anti- 
toxin; however, no immediate serum reac- 
tion has occurred nor have any serious 
symptoms been noted. 

In summing up I believe we can say that, 
with the means already at our disposal and 
with further development in technique of 
manufacture and better standardization of 
the serum and dosage, we are in a position 
to predict effective control of scarlet fever ; 
indeed, this control should undoubtedly 
prove even more effective than that of diph- 
theria. This belief rests on definite facts. 
Early diagnosis and consequent early treat- 
ment are essential for the best results in 
both diseases. So true is this of diphtheria 
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that the observation was made long ago that 
antitoxin given in proper dosage and within 
twenty-four hours after onset will bring 
about a cure in every case. 

In diphtheria the subjective symptoms at 
the onset are usually mild until the condition 
is already dangerously advanced, and the 
objective symptoms are concealed in the 
throat—so that the disease oftentimes is not 
recognized until too late for antitoxin treat- 
ment. While in scarlet fever the onset is 
stormy and incisive and the main objective 
symptom, the rash is a flaming signal which 
in from 75 to 80 per cent of the cases ap- 
pears within twenty-four hours of the onset 
of symptoms and sometimes shows with the 
very first symptoms of the disease. This 
leads to earlier diagnosis and to prompter 
antitoxin treatment than is possible in diph- 
theria, and thus gives a start of at least one 
day as compared to that of diphtheria. If 
we could get this same advantage in hand- 
ling diphtheria cases the mortality could be 
reduced by about one-third of the present 
rate. As to the present status of scarlet 
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fever: First, we have a susceptibility test 
which in our experience is quite reliable; 
secondly, a treatment for active immuniza- 
tion which is promising, and a treatment 
for passive immunization of definite power 
as an emergency measure; and finally, the 
supreme measure of specific serum treat- 
ment. The last named, as has been shown, 
not only saves life but definitely lessens the 
duration of the disease as well as the inci- 
dence and severity of complications. This 
means an enormous saving of time, money, 
and anxiety to the patient and to his family, 
and eventually to the community at large. 
From a public health point of view the use 
of the antitoxin will necessarily reduce the 
number of scarlet fever carriers and conse- 
quently lessen the incidence of the disease 
itself. Serum treatment thus is both thera- 
peutic and prophylactic, so that the day is 
almost at hand when scarlet fever will have 
lost its menacing character, and as a result 
will come a modification of public health 
measures and quarantine laws with regard 
to this hitherto much dreaded infection. 





The Surgical Importance of Water 
BY V. G. BURDEN, M.D., M.S. 


Assistant Surgeon, Misericordia Hospital; F. M. Kirby Fellow in Surgical Physiology, University of 
Pennsylvania Medical School. 


, So many are the inherent properties and 
uses of water that its abundant supply is a 
wise provision of nature. Let us consider 
for a moment some of the main character- 
istics of water. The fact that it is the 
greatest solvent makes possible many of the 
phenomena of life, the activity of cells, the 
transport of material and waste in the body. 
All secretions and excretions are mainly 
water. No other solvent could contain the 
many substances found in urine. It is an 
electrolyte. It has a great capacity for 
heat. In the animal body water is the buffer 
against sudden changes of temperature. It 
is important in the distribution of heat in 
the body because of all liquids water has 
the highest conductivity for heat. The 
regulation of body heat is in a large meas- 


ure dependent on evaporation of water from 
the skin and lungs. The water content of 
tissues is variable and apparently in direct 
proportion to the importance of the particu- 
lar organ or tissue. 

Fat contains the lowest and the gray sub- 
stance of brain the highest percentage of 
water, and more is found in embryonic than 
in adult tissues. 

The body need for water is manifested 
by the sensation of thirst, and we uncon- 
sciously satisfy it by food and drink. 
Under normal conditions ingested water is 
absorbed mainly in the ascending and trans- 
verse colon, but in times of stress the small 
intestine, terminal colon and rectum may 
absorb water. The absorption of water by 
the sigmoid and rectum is shown by the 
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fecal desiccation which takes place as a 
result of not emptying the bowel when the 
call thereto is first given. 

That the body maintains a reserve supply 
of water is shown by the facts that intake 
can be greatly curtailed for, a relatively 
long period without endangering life; and 
following moderate hemorrhage the plasma 
volume of the blood is quickly restored with- 
out ingestion of water. 

In health there is a nice balance main- 
tained between the intake and excretion of 
water. The main paths of exit are the kid- 
neys, lungs, skin, bowels, and secretions, 
as the tears and saliva. The twenty-four- 
hour output for urine will average about 
1500 cc., for sweat 600 cc., for expired air 
300 cc. A man in a race may lose three 
pints of water in twenty minutes. Such 
conditions as shock in the wounded create 
a demand for water. 

The condition known as water intoxica- 
tion, extremely rare clinically, occurs when 
the quantity of ingested and absorbed water 
exceeds the capacity for elimination. It is 
characterized in the experimental animal by 
restlessness, polyuria, diarrhea, salivation, 
nausea, vomiting, tremor, convulsions, 
stupor ; coma and death may'follow. There 
is an excess of water in the blood—hy- 
dremia—and possibly edema of vital cells, 
but subcutaneous edema does not occur. 

Dehydration occurs when the supply of 
water is too greatly restricted or when it 
cannot be taken in or retained, as in ob- 
structions of the esophagus, pylorus, and 
intestine; when elimination is excessive, as 
in prolonged vomiting, excessive sweating, 
polyuria, and diarrhea. It can be produced 
experimentally by intravenous injections of 
strong solutions of glucose. 

The main symptoms of dehydration are 
thirst, weakness, loss of weight, sunken fea- 
tures, dry tongue, and dry skin. The urine 
is scanty, of high specific gravity, and often 
contains albumin and casts. In the blood 
there is an increase in viscosity and in the 
percentage of hemoglobin. 

The dehydration of diabetes insipidus is 
characterized by thirst and the passage of 

large quantities of pale urine—polyuria; 
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there is no disturbance of carbohydrate 
metabolism, but there is something wrong 
with the pituitary gland because by giving 
pituitary extract polyuria is relieved and the 
tissues are enabled to retain water. 

The main functions of the kidney are 
filtration, and concentration by which waste 
is removed and water conserved. Mild 
infections of the kidney impair its function, 
but normal elimination of waste products 
can be maintained by increasing fluid intake 
and urine output and washing out as it 
were the retained urea and creatinin. This 
fact is helpful to the surgeon and urologist. 

The greatest factor in prostatic surgery 
is the preoperative preparation of the pa- 
tient whereby renal function is improved by 
relieving obstruction, increasing fluid intake 
and promoting elimination by _ kidney, 
bowel, and skin. These patients should 
take in at least 3000 cc. of water daily, 
supplementing when necessary ingestion by 
subcutaneous infusion of saline. The post- 
operative care should be along the same 
lines. In the first days after nephrectomy 
when the single kidney is being accustomed 
to the increased work, fluid intake should 
not exceed 1500 to 2000 cc. . 

The degenerative lesions of the kidney— 
nephroses—cause marked impairment of 
function with retention in the blood of urea 
and creatinin, changes in the urine, and 
often edema. When there is a tendency to 
edema fluids should be restricted and salt 
eliminated from the diet because there is 
failure to eliminate salt which favors reten- 
tion in the tissues of fluid necessary for its 
solution. It is well to remember that , 
edema may be cardiac and diabetic as well 
as renal in origin. When there is failure 
to eliminate water it may accumulate in the 
pericardial, pleural, peritoneal and tunica 
vaginalis cavities, causing hydropericar- 

dium, hydrothorax, ascites, and hydrocele. 
The edema of nephritis may be relieved by 
giving calcium, and since milk represents a 
one-per-cent solution of calcium lactate its 
long empiric use in nephritis is explained. 
The terms acidosis and alkalosis mean a 
disturbance of the acid-base equilibrium of 
the body, but a frankly acid or alkaline 








482 


reaction of the blood never occurs during 
ljfe. The change in reaction in a hogshead 
of water imparted by a drop of hydro- 
chloric acid or a grain of sodium hydroxide 
would be fatal if it occurred in the blood. 
The proper conception of acidosis is a de- 
crease of the alkaline reserve of the body 
and not an actual acid condition. 

In the coma of diabetes there is a charac- 
teristic odor in the breath, a peculiar type 
of breathing—the great respiration of 
Kussmaul characterized by increased fre- 
quency and depth of respiration without 
cyanosis—and in addition to the usual find- 
ings in diabetes the chemical diagnosis of 
acidosis is based on the facé that the carbon 
dioxide carrying capacity of the plasma is 
less than 30 volumes per cent. The direct 
cause of the condition is quantities of un- 
burned ketone bodies. Since fat requires 
a carbohydrate fire for its complete com- 
bustion, the inability of the body to burn 
sugar causes the accumulation of poisonous 
intermediate products. Distinct improve- 
ment in acidosis follows intravenous injec- 
tion of 500 cc. of 6-per-cent soda bicarbonate 
solution. 

Alkalosis, a relative increase in blood 
bases, results from a loss of hydrogen ions 
in gastric juice by vomiting, and from 
excessive administration of alkali. This 
condition has recently come to the attention 
of the surgeon in patients with obstructive 
lesions of the pylorus and upper intestine. 
In chronic benign and malignant gastric 
retention the patient presents the picture of 
dehydration. He becomes a much better 
surgical risk after‘a period of preparation 
by repeated lavage of the stomach and ad- 
ministration of fluid by rectum, into a vein, 
or under the skin. Sometimes after gastric 
operations, such as the various forms of 
resection and gastroenterostomy, the patient 
will vomit for days and may perish. 
There is no mechanical obstruction but an 
upper gastrointestinal stasis, a temporary 
functional derangement which will soon 
right itself if the patient can be carried 
along. The above pre- and postoperative 
conditions are instances of impending and 
actual alkalosis for which the administration 
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of alkali is a grave hazard. Chemical 
analysis of the blood is diagnostic and ay 
efficient guide to treatment. The blood 
chlorides are greatly diminished, blood urea 
is high, and the carbon dioxide combining 
power of the plasma is markedly increased. 
The relief is by giving chlorides and water. 
A liter of normal saline and 5-per-cent glu- 
cose should be given intravenously twice 
daily, and a like quantity of saline by sub- 
cutaneous infusion is also of value. I have 
observed or treated, while at the Mayo 
Clinic, about fifty such cases before and 
after operation. The blood findings should 
be followed daily, and it will usually be 
found that the symptoms improve as these 
findings return to normal. There is usually 
a toxic nephrosis in these cases, manifested 
by albumin, casts, and red blood cells in the 
urine, which promptly clears up after sev- 
eral days of the specific treatment. 

For chemical analysis about 30 cc. of 
blood should be drawn from a vein and 
allowed to run into a large tube containing 
a few crystals of calcium oxalate to pre- 
vent clotting and 2 cc. of mineral oil, which 
will form a layer over the top and prevent 
contact with air. The normal values in 
terms of milligrams for each 100 cc. of 
blood are approximately : blood urea, 25-35 ; 
creatinin, 1 to 2; sugar, 0.05 to 0.10; chlo- 
rides, 500 to 600; and for CO, carrying 
capacity of plasma, 45 volumes per cent. 
In uremia the blood urea may be from 60 
to 300 and the creatinin 3 to 15. In aci- 
dosis the CO, is below 30, and in alkalosis 
it may be 60 to 100 or more and the chlo- 
rides below 500. 

In disease it may be difficult, impossible 
or inadvisable to give water by mouth, or 
the intake may be inadequate. Alternative 
methods are intravenous infusion, entero- 
clysis, and hypodermoclysis. 

The intravenous method is valuable in 
emergency, but it requires more or less skill, 
the effect is transient, and untoward reac- 
tion may follow. When several liters of 
water are introduced rapidly into the vein 
of a dog the abdomen distends and the 
intestines are found filled with water. 














Enteroclysis is widely used after, opera- 
‘tion and is usually efficient, but it often 
causes discomfort or is not retained. In 
acute abdominal disease or after operation 
it is difficult to understand that water by 
mouth, when the stomach retains it, should 
be more harmful than when introduced 
from the other end. If the water is re- 
tained in the stomach and not passed on it 
is a pernicious influence—there being no ab- 
sorption from the stomach. 

In pernicious vomiting of pregnancy a 
duodenal tube 
water and nourishment into the upper intes- 


will serve to administer 
tine from which it cannot be ejected. 

In infants,,water may be introduced by a 
needle into the peritoneal cavity. There is 
no danger of injury to the intestine if fluid 
is forced through the needle while it is being 
inserted. 

The. virtues of hypodermoclysis deserve 
more general Broadly, the 
indications are any condition in which water 


recognition. 
cannot be given by mouth. My experience 
with this method covers about 500 cases, 
most of which were postoperative patients 
in whom the indications for its use are 
greatest. The preoperative preparation of 
prostatic and other urologic cases requires 
maintenance of high fluid intake as well as 
thorough elimination. In the expectant 
treatment of spreading peritonitis subcu- 
taneous fluid intake 
The method 
will be found useful for the general prac- 
_ titioner for giving fluid in the acute -infec- 
tions, as pneumonia, and in uremic and dia- 
betic coma. 


infusion maintains 


without inciting peristalsis. 


The advantages of hypodermoclysis are: 
it is simple, safe, and sure; the fluid intake 
can be accurately regulated; it is comfort- 
able to the patient when properly given; it 
is superior to enteroclysis in acute abdom- 
inal conditions ; it is adapted to the needs of 
the general practitioner. 

Elaborate appliances are not necessary. 
Three or four feet of rubber tubing con- 
nected to a container as a douche bag, a 
needle at least three inches long, some table 
salt, and hot water will suffice. Boil the 
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water and add a teaspoonful of salt to each. 
pint. Sterilize the needle, tubing and con- 
tainer by boiling. Paint a small area of 
skin with iodine. If desired, a point in the 
skin may be anesthetized by injecting novo- 
caine or water or by pressure. It is important 
that all air be out of the tubing before the 
needle is inserted. This can be insured by 
allowing a quantity of the solution to run 
through. The needle must be 
under, not into, the skin. The best area is 
low in the midaxillary line with the needle 
pointing upward toward the axilla. Here 
the skin is loose and the subcutaneous tissue 
will take up a large quantity of fluid. Do 
not insert the needle into dense fat nor into 
the breast because the fluid will be very 
slowly absorbed, it is painful, and may 
cause necrosis. 

The necessary pressure is secured by 


inserted 


gravity, and should be just sufficient to 
cause the fluid to run in slowly. 
can be held in place by an adhesive strip 
over the distal end of the tubing. Eighteen 
hundred cubic centimeters can be easily 
introduced in four to six hours without 
discomfort. necessary. 
The solution should be kept warm, and this 
is best accomplished by placing the container 


The needle 


Massage is not 


in a jar or crock of warm water, which can 
be changed when necessary, and running the 
tube between hot-water bags. 
Failure of the solution to run into the tis- 


carrying 


sues may be caused by the needle being in- 
serted into dense fat, by insufficient pres- 
sure, and by presence of air in the tubing. 
Pain results when the injection is too rapid 
and when the needle is inserted into dense 
fat. These difficulties can be overcome by 
regulation of pressure or by reinserting the 
needle. 

The infusion may be given by accurately 
inserting the needle beneath the breast, but 
it is not satisfactory when given directly 
into the breast or into muscle. The loose 
tissue in the flanks or under the shoulders 
may be used. A different site should be 
selected for each injection and the old one 
not used for at least forty-eight hours. 
Absorption is gradual and continuous and 
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is dependent on the circulation and the 
water needs of the body. Two per cent 
soda or glucose may be added to the fluid, 
but isotonic saline is best. 

By careful slow injection into the sub- 
cutaneous tissue, by using’ gravity to regu- 
late the pressure so that flow keeps pace 
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with absorption, water may be given in suf- 
ficient quantities by hypodermoclysis with- 
out pain or discomfort to the patient. The 
simplicity and advantages of hypodermoc- 
lysis therefore commend its use whenever it 
is considered inadvisable to give water by 
mouth. 





Enteric-coated Pancreatin Telles as an Aid 
to Digestion 
, BY W. D. SANSUM, M.D. 


Director of the Department of Metabolism of the Potter Metabolic Clinic, the Santa Barbara Cottage Hospital, 
Santa Barbara, California 


When the discovery of insulin made pos- 
sible the use of adequate diets in the treat- 
ment of diabetes, we were confronted with 
a serious digestive problem. Many patients 
with severe diabetes were unable to digest 
the diets of higher caloric value. In diabetes 
the whole pancreas is often involved, as is 
shown by post-mortem examinations, and 
clinically many patients have an indigestion 
of the intestinal type. We recognized this 
difficulty first in the following case: 

This patient had lived on 1380 calories 
since February, 1920. He came to us for 
insulin treatment in June, 1923. We gave 
him insulin and raised his diet to 2200 
calories, which amount of food soon caused 
so much indigestion, associated with diar- 
rhea and further loss of weight, that we sus- 
pected a malignancy might have developed. 
No free hydrochloric acid was found in the 
stomach analyses. The loose stools con- 
tained undigested food of all types. Roent- 
genograms following a barium meal showed 
no pathology. We were then preparing 
insulin experimentally, and one important 
step in the procedure was to precipitate the 
pancreatic enzymes by means of alcohol. 
Assuming that this man might have a pan- 
creatic insufficiency as well as a lack of 
hydrochloric acid, we tried some of this 
crude pancreatin, giving him 90 grains per 
day. Improvement immediately resulted. The 
patient was able to digest an adequate diet 


and promptly gained in weight and strength 
to such an extent that he was able to enjoy 
a 9000-mile automobile camping trip. With 
the improvement of his general condition 
his digestive disturbarices did not recur even 
after discontinuing the use of pancreatin. 

In addition to several commercial brands 
we then began to use our own crude pan- 
creatin, which was stronger than the U. S. P. 
strength, in a number of other diabetic and 
non-diabetic patients who apparently could 
not digest an adequate amount of food. We 
met with only an occasional success. This 
agrees with what Bastedo* has shown and 
with the experience of many observers. 
An analysis of this series of cases revealed 
the fact that pancreatin was an effective 
digestive aid only when the stomach con- 
tained no free hydrochloric acid. It is well 
known that pancreatin is inactivated in very 
slightly acid solutions and is destroyed by 
pepsin. 

Since pancreatin will digest all types of 
foods, theoretically it should be beneficial in 
many forms of indigestion. We therefore 
sought a harmless enteric coating, to pro- 
tect the pancreatin while in the stomach, 
but which would promptly be dissolved in 
the alkaline media of the small bowel. In 
January, 1924, we submitted this problem 
to six of the leading pharmaceutical houses 





*Bastedo, W. A.: The Use and Utility of Digestive 
Enzymes in Therapeutics, J.4.M.A., 85:748 (October 24), 
1925. 
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in the United States and Great Britain. All 
replied that such a coating had been sought 
for a long time, but as yet no satisfactory 
type had been found. Three of these 
houses were sufficiently interested to make 
further attempts. Nine months later, Parke, 
Davis & Company sent us 2000 five-grain 
enteric-coated pancreatin tablets for clinical 
trial. These tablets were given to ten in- 
dividuals, all of whom were habitually thin 
and unable to digest an adequate amount of 
food. All of these patients improved. Since 
that time we have used 250,000 of these tab- 
lets with almost universal success. Clinically 
the coating is effectual and harmless. Parke, 
Davis & Company are now making for 
us a tablet of the same size containing pan- 
creatin equivalent to fifteen grains of the 
U. S. P. strength. Eli Lilly & Company 
have recently made an enteric-coated tablet 
containing five grains of triple strength 
pancreatin. We are now carrying on tests 
with these tablets. 

For the purpose of obtaining a graphic 
proof of the efficacy of this coating, Parke, 
Davis & Company made up for us similarly 
coated tablets containing equal parts of bis- 
muth and pancreatin. Two of these tablets 
were given before breakfast and two addi- 
tional tablets were given each two hours 
during the day. The administration of the 
tablets was. followed immediately by roent- 
genograms. The purpose of giving two 
tablets before the plates were taken was to 
locate the stomach. These tablets remained 
intact as long as they stayed in the stomach, 
but began to disintegrate as soon as they 
left it. In one instance twelve tablets were 
given before breakfast for the purpose of 
assuring ourselves that the coating was non- 
toxic. In this case the patient’s digestion 
was apparently stopped by the receipt of 
bad news, and all of the tablets remained 
unchanged in the stomach for twelve hours. 

We have found these enteric-coated pan- 
creatin tablets clinically successful in an 
increasing number of instances, such as in 
diabetes associated with undernutrition or 
indigestion, in habitually thin individuals, 
in tuberculosis, in fermentative colitis, and 
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in food asthmas. We are now also trying 
them in certain forms of skin disease. 

Diabetic patients are especially prone to 
indigestion or slow digestive rates. Often- 
times these disturbance$ make it difficult to 
adjust the insulin dosage to the absorption 
of food. Such patients, although taking an 
adequate amount of insulin,* usually pass 
fairly large amounts of sugar in the urine 
at certain periods of the day and have 
symptoms of hypoglycemia at other periods 
of the day. These tablets appear to restore 
the digestion to a more nearly normal rate 
and materially help the adjustment of the 
insulin dosage. They do not contain insulin 
and do not replace its use. They may help 
indirectly because they assist in the general 
upbuilding of the patient. 

We have had many thin individuals who 
apparently could not gain in weight unless 
they were kept continuously in bed, and 
sometimes, even with bed rest, they could 
not be made to gain. Such patients would 
often eat a fairly good breakfast, but were 
unable to eat more food during the day. 

Adequate feeding is one of the most im- 
portant problems in the treatment of tuber- 
culosis. The toxins of the disease apparently 
produce a decreasing digestive ability, and 
since habitually thin individuals are more 
prone to succumb to tuberculosis, such pa- 
tients have the added handicap of indiges- 
tion. 

In fermentative colitis, instead of limiting 
the diets, we give these digestive tablets 
together with fairly liberal trays. 

In food asthmas and urticarias we have 
with excellent results been giving this form 
of digestive help on the theory that imper- 
fect and incomplete digestion may be the 
cause of the sensitiveness to food. Hettwer 
and Kriz? have shown that under unusual 
conditions of increased intra-intestinal pres- 
sure, proteins may reach the blood stream 
to some extent in undigested form in quan- 
tities large enough, and at rates rapid 
enough, to sensitize the normal animal or 





2Hettwer, J. P., and Kriz, R. A.: Absorption of Un- 
digested Protein from the Alimentary Tract as determined 
by the Direct Anaphylaxis Test, Am. J. Phys., 73:539, 
August, 1925. 
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to further intoxicate one previously sensi- 
tized. Burnett* believes that rapid intestinal 
rates ‘may be the cause of such diseases as 
eczema and psoriasis, and is having excel- 
lent results, as he slows the digestive rate 
to normal by limiting the diet. We have 
one patient with psoriasis who is improv- 
ing rapidly on a full diet with this digestive 
help. 

We believe that further clinical experi- 
ence in the use of enteric-coated pancreatin 
tablets in all disorders associated with indi- 
gestion will prove that these tablets are de- 
cidedly efficacious. 


Sodium Thiosulphate and ‘its Thera- 
peutic Field. 


In an editorial on this subject the Journal 
of Chemotherapy and Advanced Therapeu- 
tics for February, 1926, states that the 
observations of Ravaut that sodium thio- 
sulphate is of value in the treatment of 
exfoliative dermatitis which sometimes fol- 
lows the administration of arsphenamine or 
its derivatives, has received serious study 
from the American syphilologists McBride 
and Dennie. The excellent results they 
obtained stimulated the interest of many 
clinicians, so that to-day sodium thiosul- 
phate is extensively used in the treatment 
of patients suffering from arsenic, mercury, 
lead and bismuth poisoning. Many other 
American syphilologists have reported on 
the favorable effects of the drug, and 
now European physicians are beginning to 
comment on the excellent results obtained 
with it. 

The reason why this product exerts such 
a beneficial effect is not yet known. Some 
attribute its benign influence to the sulphur 
content which is supposed to change the 
metals into less soluble and less poisonous 
sulphides. That sulphur plays an important 
role is probable because organic groups in 
chemical compounds containing sulphur are 
almost always detoxifying in their action. 
For instance, many organic chemical com- 





*Burnett, F. L.: Intestinal Indigestion in Etzema 
and Psoriasis, Am. J. M. Sc., 166:415, September, 1923. 
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pounds can be made less toxic by the intro- 
duction of the sulfonic acid group, SO,H. 
Arsphenamine is made less toxic by con- 
densation with formaldehyde sulfoxylate. 
This process results in the production of 
neoarsphenamine. ‘Sulpharsphenamine con- 
tains only one more oxygen molecule in the 
form of the methylene sulfonic acid group. 
While the sulphur content of sodium thio- 
sulphate may have much to do with its 
detoxifying effect upon arsphenamine, it is 
hard to prove the extent of its influence. 

In connection with this question, the work 
of H. Kahn and A. Loevenhart may be of 
interest. These authors, in an article enti- 
tled “The Antagonism Between Sodium 
Thiosulphate and Arsenical Compounds,” 
show experimentally that “sodium thio- 
sulphate causes a retention of arsenic in 
the body, but the mechanism by which it 
does it is unknown. Sodium thiosulphate 
reduces the therapeutic efficiency of arsen- 
icals in the treatment of experimental try- 
panosomiasis. It has some protective action 
against a lethal dose of sodium arsenite, and 
it reduces the rate of excretion of arsenic. 
In other words, it does not mobilize arsenic 
in the body but seems to cause its transfor- 
mation into a less toxic, less therapeutically 
efficient, and less easily excretable product.” 

Further observations of McBride resulted 
in the publication of another contribu- 
tion entitled “Treatment of Arsphenamine 
Encephalitis with Sodium Thiosulphate.” 
The case of hemorrhagic encephalitis which 
he describes is a typical post-arsphenamine 
encephalitis, appearing two or three days 
after the second or third injection. This 
condition usually ends in death within 
twenty-four or forty-eight hours. Cases of 
recovery without medical intervention are 
rare (Gonin reports such a case). Milian 
thinks that this reaction is a nitritoid crisis 
localized in the brain, and recommends 
treatment with adrenalin. 

The addition of sodium thiosulphate to 
the list of remedies used in post-arsphena- 
mine reactions is of great importance and 
reports on the results obtained with it are 
eagerly desired. 

















THE USE OF ANESTHETICS IN 
CHILDREN. 


The method of inducing surgical anes- 
thesia has made a number of extraordinary 
advances during the last two or three dec- 
ades. When we look back upon the drench- 
ing of patients with ether years ago, we 
realize how little we appreciated the danger 
of such free-handed use of a powerful 
agent. This abuse existed for a shorter 
time with chloroform, because, it being a 
more dangerous drug, accidents or fatalities 
soon convinced medical men of the caution 
that was necessary. 

Of course, another great advance has 
been the use of infiltration anesthesia in 
suitable cases. A third advance has been 
the almost universal practice of the day 
in administering morphine and _ atropine 
prior to operation, and, last of all, it 
has come to be recognized that psychic 
shock is a very powerful factor in sur- 
gical cases. fully recog- 
nized this many years ago and found that 
by talking to the patient in the early stages 
of anesthesia, or for a few minutes before 
the anesthetic was given, about some mat- 
ter which was agreeable and interesting, we 
induced a relatively pleasant mental state 
before full unconsciousness was developed, 
so that the patient dreamed of her flower 
garden rather than of some terrifying con- 
dition closely allied to those of a nightmare. 

As the author has recently stated in an 
‘address before a medical society, there is 
still too little attention paid to the noises 
which assail the patient while waiting for 
the anesthetic or during the early stages 
of anesthesia. They hear the cries of 
children in a neighboring part of the 
building, undue conversation, loud or 
whispered, on the part of the nurses and 
assistants. Or they see about them steriliz- 
ing apparatus, operating tables, and glass 
cases filled with instruments, all of which 
produce a state of mental perturbation, be- 
cause no patient is familiar with these ob- 
jects and thinks of them as a manifestation 
of evil and not as innocuous. 


Some of us 
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Recently a discussion on this important 
subject in connection with the use of anes- 
thetics in children was held in the Section 
on Anesthetics of the Royal Society. of 
Medicine in London, and in that discussion 
Sington well pointed out that no~ nervous 
shock or strain to the central nervous sys- 
tem should ever be allowed, and, further, 
that at different stages in infancy and early 
childhood the patient presents conditions 
quite different from those met with in 
adults. He wisely emphasizes the necessity 
of gentle handling, encouragement, and di- 
version of the child’s mind, and insists that 
no time, patience, or trouble should be 
spared to make the induction of anesthesia 
as little disagreeable as possible. Too often 
the white-gowned anesthetizer, who is a 
perfect stranger to the child, is looked 
upon as an executioner, and again too 
often he or she immediately proceeds 
to the task of producing anesthesia with- 
out doing anything to gain the child’s 
confidence. If time permits, the child 
should be taught to have confidence in its 
nurse, yet just at the most critical time in 
its preoperative career the child, whose lit- 
tle mind has been gradually attracted by her 
kindness, finds that she suddenly appears 
with a strange object called a hypodermic 
syringe, which to the child is an alarming 
instrument, an alarm which is justified by 
the subsequent jab, and all confidence is 
destroyed. 

It not infrequently happens that a youth- 
ful resident appears with tongue forceps 
glittering from the lapels of his coat, or 
from a pocket, and applies a binaural stetho- 
scope, which is just as fearsome an object 
to a child as an automatic revolver would 
be to a gentle woman. 

Most of these difficulties are absolutely 
unavoidable. 

Unfortunately, the taste of morphine is 
bitter, but if it is thought that atropine may 
be used by itself, there is no reason why it 
cannot be given by the mouth in solution, as 
it is practically tasteless. The action of 
atropine is so prompt that its effects are 
established if it is given by mouth half an 
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hour, or at the most an hour, before 
operation. 

Sington tells us that the custom at the 
Great Ormond Street Hospital in London 
is to give atropine sulphate by mouth one 
hour before the anesthetic is administered, 
and they have employed the following dos- 
cage: 


Up to 6 months of age, up to one-300th gr. 
From 6 months to 1 year, one-200th gr. 
From 1 year to 2 years, one-150th gr. 
From 2 years to 3 years, one-100th gr. 
From 3 years to 6 years, one-75th gr. 


Each dose being made up in one drachm of 
solution in water. 


From 6 to 12 years he tells us that he 
thinks that a fiftieth of a grain is necessary, 
given in two doses of one-hundredth grain 
each. 

We quote this table to illustrate this 
method of administration, and not because 
we believe that the doses are suitable. We 
think that they are far in excess of the 
needs of a child. In this country we rarely 
give a fiftieth of a grain of atropine to a 
large adult, and sometimes hold our hand 
even with a seventy-fifth of a grain. We 
believe that the doses named above are defi- 
nitely excessive, and that the child may de- 
velop a belladonna delirium before the time 
for the administration of the anesthetic ar- 
rives. 

We note with interest that Sington con- 
gratulates the profession upon the giving up 
of the custom of purging a patient before 
operation and the more unpleasant custom 
of giving an enema, which procedures he 
well says are no longer in vogue. We wish 
this was more true in regard to the enema. 

We have so often emphasized the need 
-of storing the liver with glycogen prior to 
operation, that we notice with interest his 
advice that glucose be given for several 
hours preceding operation, but he does not 
tell us whether he gives it by mouth or 
by the rectal drip method. 

Sington claims that the best results in 
-establishing anesthesia in children is by 
the use of what he calls “ethyl chloride- 
ether.” This is interesting from several 
points of view: (1) Because it illus- 
trates once more how ether has displaced 
-chloroform in European surgery, and (2) 
-because it advocates a method which in this 
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country is not common, nitrous oxide gas 
being used in the place of ethyl chloride. 
Nitrous oxide is, of course, far more safe, 
although young healthy hearts stand chloro- 
form and ethyl chloride better than do the 
hearts of adults. 

He states that he has not been able to 
fathom the failure of ethyl chloride to be 
more extensively used in England, asserting 
emphatically that it is entirely safe if prop- 
erly administered ; that is to say, when the 
necessity for a free airway is provided. It 
has generally been taught in the past that 
ethyl chloride should be used fairly con- 
centrated. As we have already intimated, 
the reason that ethyl chloride has not be- 
come more popular is that it is more dan- 
gerous than ether, for it has a mortality rate 
as great or even greater than chloroform. 
However, after all experience teaches, and 
Sington says that in the hospital in Great 
Ormond Street ethyl chloride has been used 
in the dental department for twenty-two 
years, and that during that time it has entirely 
displaced nitrous oxide gas as an ideal anes- 
thetic in the extraction of teeth in children. 
Its anesthesia lasts two and a half to three 
minutes, which is quite adequate for such 
operations, and, furthermore, he tells us 
that in this hospital in the last twenty-one 
years over 25,000 ethyl chloride administra- 
tions have been carried out in the dental de- 
partment alone, of which he himself has 
given 10,000 with no fatalities, and that 
only twice in these 10,000 cases was there 
any trouble with respiration, and this was 
due to an insufficient airway so that cyano- 
sis followed and respiration ceased. Even 
in these two cases, after stimulation by the 
intramuscular administration of camphor 
and artificial respiration, rapid recovery 
took place and the patient was able to go 
home in an hour. 

In the practice of dental extraction, 
he uses it by the closed method, em- 
ploying a method closely allied to that 
used in the administration of ether and 
placing upon the inhaler a few drops of 
essence of orange, which is made with ab- 
solute alcohol, since a few breaths of this he 
believes partially sensitizes the soft palate. 
The essence of orange gauze is placed over 
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the child’s nose and mouth, and ‘he is in- 
structed to “blow the stuff away.” Three 
to five cc. of ethyl chloride are placed upon 
the gauze, the presence of vapor not being 
recognized because the palate and nasal mu- 
cous membrane are already insensitive from 
the essence. After approximately three 
breaths the child becomes unconscious. 

Sington states that brief as the action of 
the drug is, its effects can be divided into 
four stages: The prenarcotic stage, the 
stage of excitement, the stage of deep sleep, 
and the post-narcotic stage, the first three 
merging into one another with great rapid- 
ity. If ether is to be employed, the time to 
begin is by pouring it on the gauze in small 
quantities during this fourth stage. The 
ethyl chloride is so rapidly eliminated that 
in a very brief time the patient is not un- 
der the influence of two drugs, but only un- 
der the influence of the ether. 

It is only fair to state that Sington well 
recognizes the value of nitrous oxide gas in 
abdominal operations, as, for example, 
hypertrophic stenosis of the pylorus and 
acute intussusception. 

In regard to anesthesia for tonsillectomy, 
he thinks that deep anesthesia by ether is 
necessary, since by this means a full view 
of the field of operation is readily obtained, 


‘and as the patients can be kept free of 


secretion, the swallowing of blood he thinks 
is obviated, and as a result postoperative 
vomiting does not occur. He urges the 
necessity of frequent swabbing to keep the 
operative field clean, and states that at the 
close of the operation the mouth and tongue 
should be sponged with normal saline to 
avoid after thirst. If one uses the very 
large doses of atropine, to which we have 
referred, it will probably be better for the 
excessive dryness of the mouth, which is 
exaggerated by drying of blood on, the 
tongue, to swab with glycerin one part, 
water three or four parts. 

When the child is put to bed, be the 
anesthetic what it may, if it has reached the 
age of ten years, he gives by the rectum 20 
grains of potassium bromide and 10 grains 
of aspirin in half a pint of normal saline, 
which contains 5 per cent of glucose, care 
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being taken that this is introduced before 
consciousness returns. The objections that 
we see to this are that aspirin, being rela- 
tively an insoluble substance, must be ab- 
sorbed too slowly, if absorbed at all, to do 
any good, and that the normal saline to 
which 5 per cent glucose has been added is 
so hypertonic that its absorption must be 
very considerably delayed. 

In this discussion McCardie expressed 
the belief that when ethyl chloride is used, 
ether should always be associated with it, as 
the latter drug promotes the safety of the 
patient. He evidently uses the closed 
method, because he speaks of the old- 
fashioned leather face-piece as the best type 
of inhaler. 

Higgins subscribed heartily to the con- 
demnation of chloroform and to the avoid- 
ance of mental shock in those of tender 
years, thinking that one of the advantages 
of ethyl chloride was the rapidity of its in- 
duction of unconsciousness. 

It would appear that in this country we 
are too much controlled by custom in the 
use of anesthetics. Ethyl chloride, danger- 
ous though it be, is probably not used with 
sufficient frequency. 

It has been well said that it is easier 
and safer for a novice to give ether than 
to give nitrous oxide, and it has been 
claimed that ethyl chloride is better in the 
hands of the novice than nitrous oxide. 
We doubt very much if this is true. 





SOME MEDITATIONS ON MOD- 
ERN THERAPY. 





The title of this editorial note appears at 
the head of an article recently published by 
Dr. Minor of Asheville, North Carolina, in 
which article he wisely discusses the proper 
relations that should exist between phar- 
macology, diagnosis, and practical bedside 
therapeutics. 

Without for a moment belittling the ad- 
vantages which have come through im- 
provement in our diagnostic methods and 
with no word against what might be called 
the laboratory investigation of medicinal 
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substances, he nevertheless points out, as 
we have often done before in these pages, 
that at the present time the average young 
physician is launched on his career with a 
woeful lack of confidence in drugs, with a 
still more woeful lack of knowledge how to 
prescribe them, and in a condition of mind 
in which he resorts to various laboratory 
tests to reach a diagnosis. 

Dr. Minor relates the story of a patient 
in a hospital clinic about whom a keen 
diagnostician discussed in detail the various 
points which should be discovered in de- 
termining the cause of the illness and 
its nature, and then dismissed his class 
without directing any plan of treatment, 
thus giving the impression to their minds 
that the therapy was of little value. The 
patient, who was a poor darky, possibly had 
better sense than either the diagnostician or 
his class, for he plaintively said, “Doctor, 
what are you going to do for me?” This is, 
of course, the question of greatest import- 
ance in the mind of every patient, for ‘every 
patient submits to the delay and incon- 
venience which is essential to a diagnosis in 
order that a proper method of treatment 
which will give him relief will be instituted. 

Dr. Minor-might have gone a step further 
and pointed out that the average student of 
to-day is surfeited with laboratory tech- 
nique and so little trained in the use of his 
powers of observation that he can reach a 
diagnosis not beside the patient, but only 
after he has taken sputum, urine, or blood 
to a near-by laboratory to have them tested. 

Recently the writer of this editorial on 
making an inquiry as to who had recently 
been admitted to a hospital, was told by 
the intern that a woman had come into the 
ward who had Gram-positive sputum, and 
in another instance was told that an indi- 
vidual had a 1-plus Wassermann, but that 
was all/the youngster knew about his pa- 
tients. He was also laboring under the 
delusion that the symptoms of which the 
latter patient complained were due to specific 
infection, and that, therefore, treatment for 
lues was indicated. As a matter of fact the 
1-plus Wassermann was of no great diag- 
nostic importance, and had not the slightest 
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connection with the actual condition which 
had forced the patient to seek medical 
advice. 

At the present time the young medical 
man is so burdened with his knowledge of 
laboratory technique and so starved as to 
knowledge of how to make a diagnosis and 
carry out treatment that, with no laboratories 
at hand, it may be said of him. that he 
has more education than intelligence. 

As to methods of treatment, it may also 
be said that a very large number of medical 
men gain what they think is their therapeu- 
tic knowledge not by following the example 
of their teachers and seniors, but by em- 
ploying ready-made compounds which they 
are too careless, or too ignorant, to mentally 
analyze in respect to their probable effi- 
ciency. 

Another point touched upon by Dr. Minor 
is that many young men of to-day are cor- 
rectly taught that certain conditions exist 
which cannot be cured, and therefore are 
led to believe that therapy is useless, when 
as a matter of fact, although cure may be 
impossible, the physician of experience can 
do much to prolong life, to relieve distress- 
ing symptoms, and to actually advance the 
patient toward a cure by skilful medication. 


A POINT AS TO THE THERAPY 
OF TETANY. 

Although tetany is a condition not com- 
monly met with in every-day practice, it oc- 
curs with sufficient frequency to make the 
investigations which have been carried out 
concerning its etiology of very great inter- 
est, particularly as these studies have 
thrown additional light upon methods of 
therapy. 

Two most prominent suggestions as to 
treatment have been the free administration 
of one of the calcium salts or the use of 
extract of parathyroid gland. Much dis- 
appointment has resulted from the use of 
these two substances, possibly because the 
same etiological factors have not been pres- 
ent in every case, that the calcium has not 
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been given in adequate dose, or that the 
parathyroid preparation has not been potent. 

In this connection, a paper recently pub- 
lished in the American Journal of Physiol- 
ogy by Swingle and Wenner is of consider- 
able interest since they found that after 
parathyroidectomy in dogs, tetany can be 
prevented from developing, or, if developed, 
can be relieved and actually cured by the 
continuous oral use of strontium lactate. 
They believe that this drug acts in two 
ways: (1) By decreasing the permeability 
of the intestine to calcium excretion so that 
this salt is maintained in the blood and tis- 
sues at a normal level, and (2) by a seda- 
tive effect upon the nervous system where- 


by the excitability of the motor nerves is | 


greatly diminished. If this latter supposi- 
tion be correct, we would suppose that 
strontium bromide should be preferred to 
strontium lactate. 

In the dogs which they operated upon and 
subsequently treated, they found that not 
only the symptoms of tetany were put aside, 
but, most interesting, that after they received 
strontium for as long a period as forty days 
they were able to readjust themselves to the 
loss of their parathyroids and made a per- 
manent recovery without the further use of 
strontium. 

If the results obtained by Swingle and 
Wenner are confirmed in the case of human 
beings, this use of strontium is quite a note- 
worthy advance, since calcium chloride 
when taken in large doses frequently upsets 
the stomach, and is too irritating for hypo- 
dermic use, and to a less extent this holds 
true in regard to calcium lactate in doses 
which are supposed to be efficient. 

Their research is also of interest because 
it indicates that certain conditions of dis- 
ease can be corrected not only by providing 
substances which the body needs in its daily 
life, but also that it is possible, by the use 
of strontium, for example, to cause the re- 
tention in the body of such necessary sub- 
Stances which is equivalent in therapeutic 
value to their free administration. To ex- 
Press it differently, it is more important to 
close a leak than it is to provide fluid with 
which the bucket can be kept filled. 
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GETTING WORSE TRYING TO 
GET BETTER. 


It is the function of the physician, after 
studying the condition of a patient as ex- 
haustively as is necessary if treatment is to 
be suitable, to consider not only indicatioris 
which may exist, as to remedial measures 
and drugs, but to go one step further and 
to consider that in attempting to remove 
the source of an illness there is a possibility 
that the remedial agent, while primarily in- 
dicated, may nevertheless do harm. 

Many years ago we published an editorial 
in the GazeTTE entitled “The Massacre of 
the Tonsil.” It was based on a paper writ- 
ten by McKenzie of Baltimore, which bore 
this somewhat startling title. McKenzie’s 
object was to express the belief that a large 
number of tonsils were removed unneces- 
sarily, although he fully recognized that in 
many other instances their removal was 
most wise, even if complications might arise. 

A host of illustrations might be brought 
forward to show how efforts to do -good 
sometimes result in harm, because indica- 
tions are not properly balanced with possi- 
bilities. , 

In a recent issue of the Boston Medical 
and Surgical Journal, Blumer published a 
paper entitled “The Tragedies of Tooth 
Extraction.” In-this paper he cites a num- 
ber of cases in which the removal of a tooth 
for a root abscess, or the drainage of such 
an abscess, because it was feared that this 
focus of infection might produce wide; 
spread trouble, resulted in distressing or 
lethal injury. Thus he reports the case of 
a healthy young man of twenty-two years 
suffering from a root abscess. The tooth 
was pulled and. two days later the patient 
suffered from a chill, fever, sweats, and 
vomiting, which symptoms persisted, and 
finally merged into somnolence, interrupted 
at times with delirium, gradual emaciation, 
and death. 

In another case, a lawyer of sixty-nine 
had a root abscess drained. A few days 
later he became indisposed, and had a 
marked chill and sweat, which symptoms 
recurred. The fever became septic in type. 
He gradually developed a cardiac murmur 
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with petechiz, the streptococcus hemolyticus 
was isolated from the blood, and increasing 
stupor was followed by coma and death. 

In still another instance, a patient already 
suffering from cardiovascular-renal disease, 
submitted to extraction of several abscessed 
teeth. In this case vomiting and weakness 
immediately came on, followed by jaundice, 
increased liver dulness, restlessness, mus- 
cular twitching, stupor, and death in a 
convulsion. 

In still another patient, who came to his 
end with somewhat similar symptoms after 
removal of teeth for pyorrhea, the autopsy 
revealed multiple focal necroses of the 
myocardium, central necrosis of the liver, 
and chronic diffuse nephritis. It is true 
that this patient was anything but a healthy 
man at the time the teeth were removed, but 
serious lesions in vital organs emphasize 
the fact that careful consideration should 
always be given to the possible sequele of 
even such minor surgical interference lest 
general infection ensue. 

Indeed, Blumer states that there are a 
number of types of fatal infection which 
may result from the extraction of teeth: 
Direct extension of the local inflammatory 
process to the mediastinum; by metastasis 
to neighboring tissues, as in cases of men- 
ingitis and thrombosis of the cerebral si- 
nuses; the induction of general septicemia, 
or acute septicemia with endocarditis; 
chronic septicemia with degenerative pro- 


“cesses in vital organs; and finally septi-- 


copyemia with the formation of abscesses. 

As Blumer well says, his brief article is 
not a plea to stop extracting teeth; it is 
rather for careful consideration of all the 
problems involved. In some instances it 
may be possible by such conservative meas- 
ures as resection of infected roots to at- 
tain the effects desired. 

It must also be remembered that thous- 
ands of teeth are pulled without subsequent 
difficulty, but on the other hand that such 
sad sequences as we have quoted should 
make us “Stop, Look, and Listen” before 
giving offhand advice. This has been forci- 
bly impressed upon us recently because, 
after extraction by a most skilful dentist 
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of a septic root, a patient developed a 


phlegmon in the neck, which extended to 
the thorax, and developed thrombi in the 
great veins of the right upper thorax and 
arm. In a few days she died of profound 
septic intoxication. It seemed to be wise 
to remove the focus of infection in order 
to abort a beginning arthritis, but here 
again, by a sad twist of fate, in endeavoring 
to cure a sad result ensued. 





MORTALITY IN SURGICAL 
DISEASES. 





The complaisance with which the profes- 
sion, and for that matter the laity, regards 
the lessened mortality of surgical operations 
might be somewhat shaken by a communi- 
cation from Willis (Surgery, Gynecology 
and Obstetrics, March, 1926), who points 
out, as the result of his study of figures 
published through the Bureau of Vital Sta- 
tistics, that there is an increase of 77 per 
cent in the death-rate from gall-stones in 
1922 as contrasted with the records of the 
first years of this century. A similar con- 
trast shows an increase in the death-rate of 
gastrointestinal ulcer of 72 per cent and of 
appendicitis of 31 per cent, whilst the mor- 
tality accompanying thyroid disease showed 
an increase of 250 per cent. Such incre- 
ments, though clearly set forth in records 
available to both laymen and doctors, have 
excited but little attention; or, by those to 
whom they are known are ascribed as a rule 
to increased diagnostic acumen incident 
mainly to the help rendered by laboratories 
and to the more accurate setting forth of 
the causes of death made possible by a 
greater diagnostic surety. 

In a recent discussion of what may be 
called the avoidable deaths from appendici- 
tis, as reported in the statistics of the Brit- 
ish Isles, it was held that practically all 
these cases could have been saved by 
prompt surgical intervention and that the 
underlying cause of mortality was incident 
to failure in early diagnosis and hence in 
prompt intervention. 
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It is undoubtedly true that more of these 
cases are being promptly recognized than 
ever before. It is also true that many, 
probably the majority, of the deaths are due 
to delayed surgical intervention. It may 
also be questioned, and is so done by Willis, 
as to whether or not the increased mortal- 
ity may not be due to lack of surgical judg- 
ment, surgical skill, and surgical organiza- 
tion. 

. The astonishingly low mortality published 
by great clinics headed by great surgeons 
and teachers, has led both the profession 
and the public at large to believe that such 
mortality may be expected from any hospi- 
tal or from any surgeon—a belief for which 
there is no sound foundation. An _ opera- 
tion for goitre, for appendicitis, for gastric 
or duodenal ulcer performed by one with 
manual dexterity, large experience, with 
the patient properly and completely pre- 
pared, anesthetized by. one thoroughly 
trained and skilled by long experience, with 
nurses and assistants organized into a thor- 
oughly coordinating team, seems so simple, 
so swiftly accomplished and in its results so 
successful that the medical and surgical on- 
looker is convinced not only as to its ease 


.and simplicity, but as to his own ability to 


repeat it with equally successful results. 
Providing he be clean and gentle, this con- 
viction, though rudely shattered, may be at- 
tended by no particularly disastrous results ; 
and if he be conscientious, deft, an organ- 
izer, and with the surgical instinct, he may 
himself learn in time and through effort 
and study to evolve what Moynihan calls 
a ritual, and may serve his patients as 
well as they are served in the great clinics. 
If he be neither clean, gentle, nor conscien- 
tious, he will be a contributing factor to 
that mortality unpublished in medical liter- 
ature, but demonstrating in vital statistics a 
death-rate from ills of the flesh, which 
should be, and are, amenable to proper sur- 
gical intervention. 

In his Abdominal Surgery, Moynihan has 
set forth with singular clarity and earnest- 
ness what he calls the ritual of surgical 
operation, and the characteristics and expe- 
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rience needful for one who would take 
upon himself the grave responsibilities of 
the operator. No better advice could be 
given to the student, to the hospital interne 
who looks toward surgery as his field of en- 
deavor, or to the surgeon busy with a large 
service and too often calloused, by group 
familiarity, to individual suffering. 

A correction of abuses involving human 
suffering and life will come with an author- 
itative study of heavy and avoidable surgi- 
cal mortality and a calling to account those 
individuals and 
for it. 


institutions responsible 


OBLIQUE INGUINAL HERNIA. 


There are few operations more frequently 
performed than those for the radical cure 
of oblique inguinal hernia, this because the 
procedure in itself is safe, results are rea- 
sonably assured, conservative treatment by 
truss is harassing at the best and usually to 
an extent crippling, and industry and pub- 
lic service refuse to accept those suffering 
from this form of bodily infirmity. 

At one time, and this not so many years 
ago, hernial operations were performed as 
a rule only for the relief of the complica- 
tion of strangulation. The comparatively 
few radical cures, attempted for permanent 
retention of the abdominal content in the 
absence of complications, were followed by 
an unsatisfactory percentage of recurrence. 
This was the time when practically all 
wounds suppurated, when local anesthesia 
was practically unknown, when general 
anesthesia was given unskilfully. 

At the present time an infant or child 
with an oblique inguinal hernia may be op- 
erated on in a few minutes by ligation of 
the sac and may safely be taken home 
and cared for if under supervision by an in- 
telligent mother. The youth or adult may, 
under local anesthesia, have his hernia 
operated on with at least 90 per cent as- 
surance that it will remain permanently 
cured. He will have little postoperative 
pain. He will be required to rest in the 
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recumbent position, not necessarily on his 
back, for two weeks, and probably will be 
directed to wear some local support and to 
avoid violent physical effort for a further 
period of two months. 

As to the cause of oblique inguinal hernia, 
there is a wide, but not universally accepted, 
view to the effect that it is always due to a 
congenital sac of peritoneum; a potential 
hernia which hecomes obvious only when 
the intestinal content is forced into this sac. 
A further contributing cause is a narrow 
attachment of the internal oblique and 
transversalis muscles to the outer portion of 
Poupart’s ligament., The lower border of 
these muscles arching forward and down- 
ward forms the conjoined tendon, leaving a 
weak space between their borders and Pou- 
part’s ligament; protected only by the cord 
and the fascia of the external oblique and 
the transversalis. 

For the purpose of giving strength to this 
space the Bassini operation brings the con- 
joint tendon and the lower border of the 
internal oblique and transversalis in contact 
with Poupart’s ligament, lessening the di- 
ameter of the internal ring and leaving only 
enough space for the passage of the cord. 
At the position of the internal ring if the 
transversalis fascia be sufficiently well de- 
veloped the stitch should include this fascia, 
thus narrowing that aperture through 
which the hernia first escapes. 

There have been many modifications of 
the Bassini operation, practically all of them 
having for their end the closure of this 
weak area and the narrowing of the internal 
ring. Perhaps the one most widely ac- 
cepted is that by virtue of which, together 
with the two muscles, the upper flap of the 
split external oblique fascia is also brought 
down to Poupart’s ligament, the lower flap 
then being stitched over the cord. 

A study of recurring cases has shown, at 
times, that though the muscles have been 
closely stitched to Poupart’s ligament union 
has not taken place; and though the sac 
has been tied high up the opening in the 
transversalis fascia has been sufficiently 
large to allow of new hernial formation ; in- 
cident usually to repeatedly abdominal 
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strain as from constipation, urinary ob- 
struction, or chronic cough. Koontz has 
shown that muscle will unite to fascia pro- 
viding the thin areolar tissue covering the 
two surfaces be scraped or forcefully wiped 
off ; and even more surely and permanently 
if the muscle be freshened by the removal 
of a thin strip from the area to be joined. 

It is theoretically true that in the present 
day wounds made in healthy tissue should 
heal by first intention; that they do not so 
do, and this particularly in regard to hernial 
operations, is a matter of common experi- 
ence. Gross infection with the usual pyo- 
genic Organisms is rare, but from 4 to 10 
per cent of hernial wounds even in the best 
conducted clinics, and a much larger per- 
centage in others, fail to heal promptly and 
completely. After some days, and at times 
some weeks, an area of softening develops, 
with perhaps a slight rise of temperature. 
The fluid content is evacuated, either spon- 
taneously or through puncture. If the re- 
sultant opening does not close promptly 
there comes from it ultimately a catgut 
knot. 

This failure of primary union when not 
due to gross infection can be attributed 
either to failure in complete hemostasis, to 
strangulation of tissues by sutures applied 
too tightly, or to the presence of un- 
absorbed catgut. 

This complication may be avoided by do- 
ing away with catgut except in the deeper 
parts of the wound, i.e., in ligation of the 
crushed neck of the peritoneal sac, and by 
securing apposition of muscle and fascia to 
Poupart’s ligament by removable sutures 
with broad bases of skin-support at some 
distance from the edge of the wound, thus 
giving an elastic and yielding apposition to 
changes of intra-abdominal tension or to 
the movements of the body. By such su- 
tures properly placed the skin and fat lie in 
close bit not strangulating apposition, and 
dermal edges may be secured by a few clips 
or sutures. 

It is interesting to note that in one hospi- 
tal, by substituting removable sutures for 
buried catgut, the percentage of this mild 
form of infection was greatly reduced. 
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Progress in Therapeutics 





Medical Therapeutics 


The Diagnosis and Treatment of 
Tuberculous Peritonitis. 


In the Ohio State Medical Journal for 
February, 1926, McKnicut states that at 
the present time there is no definite indicated 
form of treatment for tuberculosis of the 
peritoneum which can be applied to all cases. 
It is fallacious to assume that the recognition 
of the disease calls for immediate operation, 
or to advocate with Koenig that every case 
should be operated upon at once. There are, 
however, certain types of the disease which 
require operative measures. Hyperplastic 
tuberculosis of the cecum and colon will 
eventually cause intestinal obstruction and 


. should be operated upon early. Tuberculous 


appendicitis and salpingitis, and all forms of 
localized tuberculosis within the abdomen, 
should come to operation as they are a con- 
stant source of reinfection. Cases with 


marked ascites, causing labored breathing ~ 


and general discomfort, will respond to 
laparotomy with evacuation of the fluid. 
This simple procedure will improve and cure 
many, but where a local focus is suspected, 
careful search should be made and it should 
be removed. 

The contraindications to operation are 
many and are firmly established, but many 
of these cases are opened on incorrect 
diagnosis. Patients with acute miliary 
tuberculosis should not be operated on, nor 
should cases, according to Rolleston, under 
one year of age. The dry variety of perito- 
nitis should not be treated surgically, 
especially when the adhesions fill the abdom- 
inal cavity. Separation of adhesions is of 
no value and often results in the formation 
of fistula. The chronic adhesive form is a 
healing process and should be left alone. If 
pus is accidentally encountered it should not 
be drained; the cavity should be sponged 
dry, dusted with iodoform powder, and the 
abdomen closed. 

Heliotherapy has given the best and most 
permanent results in the non-operative cases, 


and in all patients before and after opera- 
tion. The Rollier system of sun-treatment, 
in his experience, far surpasses all artificial 
light methods. It should be given in the 
open air, as glass filters out the beneficial and 
penetrating rays. 

Sun-cure, to be of value, must be cor 
rectly given, and this requires careful 
supervision on the part of the physician. 

From the beginning the following method 
should be carried through : 

First Day—The patient, his eyes and head 
protected and dressed in trunks, should be 
placed in the sun. The body is covered and 
the feet only exposed for five minutes, three 
or four times at hour intervals. 

Second Day—The feet are insolated for 
ten minutes and the legs to the knees ten 
minutes at the same interval as the previous 
day. 

Third Day—The feet are exposed for 
fifteen minutes, the legs for five, three or 
four times at hourly intervals. 

Fourth Day—The insolation of the 
previously exposed parts is increased by five 
minutes, and the abdomen is exposed for 
five minutes at the same interval. 

Fifth Day—Again the insolation of the 
previously exposed parts is increased by five 
minutes and the chest is exposed five 
minutes at the same interval as before. The 
next day the patient is turned on his abdo- 
men and the same course followed as above. 
The solar radiation is increased five minutes 
each time until three or four hours daily are 
taken. The length of time of exposure 
depends on the amount of tan produced. 
Cases with deep pigmentation may be ex- 
posed for longer periods of time. The 
patient must at all times be protected from 
the wind. 

In the course of the sun-treatment the 
skin gradually takes on a brown hue, then 
a copper color, and finally a beautiful choco- 
late brown. As pigmentation progresses, 
the skin becomes supple and velvety and free 
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from blemishes, the muscles become firm 
and hard, even though the patient has been 
‘confined to bed with no exercise whatever. 
There is rapid alleviation of pain, tempera- 
ture gradually comes down to normal, 
appetite returns, weight and strength are 
taken on rapidly, and the general metabo- 
lism improves in a remarkable manner. 
The only class of patients who do not 
improve under this method of treatment are 
the ones who burn and whose skin will not 
tan. These patients must be exposed care- 
fully, and if it is found that they do not 
tan the treatment must be discontinued. 
Tuberculin may be given in selected cases 
as an adjunct to heliotherapy. It must be 
given carefully and for a long time. 
Tuberculin has received a black eye in the 
treatment of surgical tuberculosis because it 
has been given in too large or too small 
doses. It should be given in an increasing 
ratio, so that it does not increase the 
susceptibility of the patient but does stimu- 
late the tolerance of the patient for the next 
increased dose. 


Calcium Lactate as a Preventive in 
Migraine. 


In: Minnesota Medicine for February, 
1926, Riccs tells us that some twelve years 
ago he wrote a paper on ophthalmic 
migraine. By chance, a reprint, a few 
months ago, fell into the hands of a young 
woman employed at the State College of 
Washington, who suffered from this form 
of the disease. She wrote him asking if 
anything more had been learned since the 
writing of this paper about the treatment of 
migraine. He advised the use of calcium 
lactate. Recently he again heard\from her; 
she wrote him as follows: ‘Calcium lactate 
works wonders with me; without it I always 
counted on a full day of severe headache, 
following the appearance of the typical 
visual hallucinations, while now a dose of 
calcium lactate gives relief from practically 
all the nerve-racking pain and difficulties I 
used toshave to expect as the usual thing. 
On several occasions I have made long 
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drives in the car shortly after the beginning 
of the scintillations; before the use of 
calcium I would not have dared to have 
attempted this. I experience a double relief 
—that of the physical agony and that of the 
mental worry and dread incident to the 


attack. I carry it with me at all times; I 
never want to be without it.” 
The late Byron Bramwell prescribed 


phenacetine in heroic doses; he gave 30 
grains of phenacetine when the first symp- 
toms appeared. This was repeated the 
second or even the third time, at an hour’s 
interval if required. Another sedative drug 
of merit is luminal in small doses, avoiding 
drowsiness, as advised by Wilfred Harris. 
Hurst believes that in migraine there is a 
constitutional tendency for the brain to 
beconfe under certain conditions a storm 
center. Do these patients possess a peculiar 
inability to utilize calcium? Is this an 
explanation of the brain instability? It 
would seem from the remarkable benefit 
derived from the use of this drug that this 
is highly probable. 

Sherman states that the ordinary diet of 
Americans in cities and towns is probably 
more deficient in calcium than in any other 
chemical element. The body contains 
normally about three pounds of calcium. 
There is a physical factor in migraine that 
must be taken into account. Sir John 
Herschel found that he could induce an 
attack of migraine by picturing in his mind 
the visual phenomena which characterize an 
attack. Hurst reports that one of his 
patients would experience an attack by 
looking on a wall-paper which had a zigzag 
pattern. Might not, he asks, the regularity 
of the every Sunday morning attack or 
those on the first day of the menstrual 
period be due to expectancy ? 

Calcium lactate is harmless ; it rarely irri- 
tates the stomach. -Thirty grains should be 
given immediately at the first warning of an 
approaching attack. The tablets should 
always be kept on hand and they should be 
fresh. Age renders it inert. Calcium 
lactate does not cure migraine, but in a 
majority of cases Riggs asserts it prevents 














the attack and in certain instances the 
seizures become much milder and the inter- 
val between them is greatly prolonged—in 
fact so inconsequential do they become that 
the patient pays no further attention to 
them. 


An Easy Method of Estimating the 
Amount of Jaundice by Means 
of the Blood Serum. 


In the Boston Medical and Surgical Jour- 
nal of February 18, 1926, Murpuy states 
that in order to further simplify the test, 
and especially to do away with an expensive 
piece of apparatus such as the colorimeter, 
he prepared a series of dilutions of potas- 
sium dichromate to correspond to the 
colorimetric “index” figures as follows: 


1-10,000= 1 1-500— 20 
1- 5,000— 2 1-400—= 25 
1-— 2,000— 5 1-200— 50 
1- 1,000—10 1-133= 75 
1- 666=15 1-100=100 


These solutions are kept in small uniform 
test-tubes of ten millimeters diameter. 

The serum to be tested is obtained by 
drawing blood by simple venipuncture as 
for the Wassermann test. Five or six 
cubic centimeters are collected in a small 
test-tube. This is allowed to stand at room 
temperature until the clot has started to 
retract, and is then centrifugalized in order 
to separate the cells from the serum. One 
of two cubic centimeters of serum are then 
removed by means of a medicine dropper 
and placed in a test-tube similar to the ones 
containing the standards. The tube of 
serum is then compared with the standards 
in a simple comparator. Direct daylight is 
used in making the comparison. The index 
figure of the standard which matches is 
considered the icterus index of the serum. 
Normal serum should correspond in color 
with the index standard of 5. Variations 
of from 4 to 6 may be considered normal. 

It is of course important that the serum 
be clear in order to make the comparison 
with the standards accurately. Blood taken 
after a five- or six-hour fast, or even better, 
an all-night fast, will usually be free from 


PROGRESS IN THERAPEUTICS 





497 


the cloudiness caused by fat droplets unless 
a condition of lipemia exists. In order to 
avoid hemolysis it is important that all of 
the apparatus be dry which comes in contact 
with the blood. It is also advisable not to 
stir or pour the blood until after centrifugal- 
ization as this promotes hemolysis. 

The changes in the color of the serum are 
due to the presence of varying amounts of 
bilirubin. Increases in the bilirubin of the 
blood (hyperbilirubinemia) are produced 
most commonly by the following circum- 
stances: 

1. Destruction of red blood cells (hemo- 
lytic processes ). 

2. Obstruction in the liver itself—cir- 
rhosis, malignant disease, passive congestion. 

3. Obstruction of the bile passages— 
inflammation, tumor, stone. 

The presence of stones in the gall-bladder 
does not necessarily hinder the excretion of 
bile and so may not cause jaundice. 

Decreased amounts of bilirubin are found 
in cases having blood loss caused by other 
means than a hemolytic process. These are 
the cases of secondary anemia. 

The color of normal serum is surprisingly 
constant, only a rare serum failing to con- 
form to the normal index figure (5). It is 
this constancy in color or normal serum 
which makes the test of value. Variations 
in the bilirubin. will cause a_ perceptible 
change in the color of the serum long before 
this can be recognized by inspection of the 
sclere or skin. The test may very well be 
compared with a manometer, in which 5 is 
considered the normal or base line. De- 
creased production of bilirubin will allow the 
index to drop below 5, while increases in the 
bilirubin, either through increased produc- 
tion or through retention, will push the 
index up, only to drop again as the cause 
for the increase is removed. 

There are several possible clinical uses 
for the test. It is of value in differentiating 
between the primary and secondary anemias. 
In the latter (secondary) the index is 
usually below normal, while in those cases 
of primary anemia in which blood destruc- 
tion is occurring the index is increased. 
When blood destruction ceases, as may 
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occur during the remissions of the disease, 
bilirubin is produced only in normal amounts 
and the index approaches normal. 

It is possible to demonstrate the onset of 
jaundice before this can be definitely seen 

“on inspection of the patient. This is of 
particular value to the surgeon attempting 
to determine the cause of attacks of abdom- 
inal pain. Meulengracht has demonstrated 
that even transient obstruction of the bile 
ducts is often followed by an increased index 
for from twelve to twenty-four hours. An 
increased index in blood obtained during the 
attack of pain and later dropping to normal 
is therefore of great significance. No in- 
crease in the index occurs in association 
with the pain caused by an inflamed appen- 
dix, renal calculus or by either a duodenal 
or peptic ulcer unless there is disturbance in 
liver function at the same time. Conditions 
affecting the liver usually cause a less acute 
but more permanent rise in the bilirubin. 

It affords a satisfactory means of follow- 
ing the course of a definitely jaundiced case. 
This is especially important in infectious 
jaundice where it is sometimes difficult to 
decide whether or not the jaundice is sub- 
siding. It is of value in following cases 
of syphilis under treatment .with arsphena- 
mine in order to avoid continuance of 
treatment after liver damage has been 
done. 

By means of this test various degrees of 
jaundice may be demonstrated in many 
conditions other than those mentioned above, 
e.g., in cardiac insufficiency, in which jaun- 
dice is often difficult to demonstrate, in 
hepatic cirrhosis, in malignant disease of the 
liver, in acute yellow atrophy, and others. 
The test, however, does not help in differen- 
tiating between these various conditions 
except in an indirect way. As a rule, the 
higher indices are usually found in common- 
duct obstruction from such causes as 
pancreatic tumor, or a stone in the 
commen duct or in (catarrhal) infectious 
jaundice. The’ index figure in conditions 
involving the liver itself, such as passive 
congestion, cirrhosis, and malignancy, is not 
usually so high. 

Murphy thinks the following conclusions 
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seem justified from the present evidence 
available in regard to the icterus index test: 

1. The test is simple and requires little 
apparatus or technical skill. 

2. It is a reliable aid in differentiating 
between primary and secondary types of 
anemia. 

3. Slight and transient jaundice such as 
may follow an acute gall-stone colic may be 
demonstrated in most instances. 

4. The course of a jaundiced case may 
be followed more accurately than is possible 
by means of simple observation. 

5. It may be possible to prevent serious 
liver upsets in patients under treatment with 
arsphenamine, if treatment be discontinued 
following a rise in the icterus index. 





Morphine and Heroin Addiction. 


In an editorial on this subject, the Lancet 
of February 27, 1926, states that addiction 
to morphine or heroin is reported to be rare 
in England and to be growing rarer. Ad- 
diction, it seems, is more readily produced 
by the use of heroin than by that of mor- 
phine, and heroin addiction is the harder to 
cure. The most important predisposing 
cause of addiction is inherent mental or 
nervous instability. Other predisposing 
causes are chronic pain or distress, insomnia, 
overwork, and anxiety. Often, it appears, 
addiction has resulted from previous use of 
the drug in medical treatment; special care 
is needed in the case of young patients. One 
witness of wide experience told the Depart- 
mental Committee on Morphine and Heroin 
Addiction that some practitioners were too 
cautious and administer the drug too late, 
with the result that, when at last it was 
given, the patient was so worn out and the 
relief so intense that the danger of addiction 
was all the greater. In so far as addiction 
is due to self-treatment to relieve pain or 
to the influence and example of other addicts 
or to indulgence out of curiosity or bravado, 
it is likely to diminish in the future under 
the restriction of modern legislation. 

The committee examined evidence of the 
relative values of different methods of treat- 














ment, the abrupt withdrawal method, the 
rapid withdrawal, and the gradual with- 
drawal. The last of these was considered 
more generally suitable and more free from 
risk, entailing less strain upon the patient, 
and unattended by collapse. Clearly, how- 
ever, there is no room for excessive op- 
timism. With two exceptions the most 
sanguine witnesses did not claim a higher 
proportion of lasting cures than from 15 to 
20 per cent. Permanent cure is the excep- 
tion, relapse is the rule. More successful 
results could be obtained in England if she 
possessed more institutions where special 
treatment was available, and if addicts 
could be compelled by law to undergo such 
treatment. 


Discussion on the Clinical Aspects, 
Treatment and Prognosis of 
Nephritis. 


In the Proceedings of the Royal Society 
of Medicine, MacLean states that the treat- 
ment of nephritis can be dealt with very 
shortly. Nearly all the remedies used in 
this disease are valueless. The use of 
diuretics is based on a misconception of the 
pathological processes present. Generally 
speaking, the diuretics never do any good in 
renal disease and they should not be used. 
While it is inadvisable to give much protein 
food in severe cases of the acute disease, it is 
certain that the usual custom of. cutting 
down the protein, and frequently, indeed, the 
whole protein contents of the diet, to a 
minimum is wrong treatment. By the help 
of modern tests the condition of the excre- 
tory functions of the kidney can be quite 
definitely ascertained, and where the excre- 
tion of nitrogenous waste is good there is 
no reason why protein should be greatly 
restricted. It is not suggested that exces- 
sive amounts of protein should be used in 
ordinary cases, but very frequently the 
patient who is afflicted with albuminuria and 
mild chronic renal disease suffers much 
more from treatment than from his ailment. 

The diet should be sufficient to maintain a 
' normal weight. The old idea that red meat 
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is more injurious than white is a figment of 
the imagination. 

Strange as it may seem, there is no real 
evidence that protein is in any way injurious 
to the kidneys. In the course of some ex- 
periments carried out in his laboratory it 
was found that marked renal changes could 
be brought about when rabbits were fed 
on very high protein diet, but that on the 
addition of a very small amount of green 
food to the diet these changes very soon 
disappeared, even when the high protein 
intake was continued as before. [But why 
give rabbits a high protein diet ?—Eb.] 

The use of water to flush out the kidneys 
in renal disease is also based on an unsub- 
stantial foundation. It is impossible to 
flush out the diseased kidney, and the intro- 
duction of large amounts of fluid only tends 
to increase the edema and to embarrass the 
heart. 

The special high protein diet recom- 
mended by Epstein is frequently used with 
success in hydremic nephritis, but urea given 
by mouth is equally efficacious in getting rid 
of the excess of fluid, and probably posses- 
ses advantages over protein. Decapsulation 
of the kidneys does not appear to be of any 
value except perhaps in a very few special 
cases. 





Preparation of the External Genitalia 
for Delivery with Iodine-alcohol. 


In the American Journal of Obstetrics 
and Gynecology for February, LANKFORD 
tells us that in the plan which he follows 
nothing is done for the patient except a 
cleansing enema and a close clipping of the 
pubic and labial hair; none are shaved. 
After putting on a sterile gown and shortly 
before the woman is expected to deliver 
(some fifteen or twenty minutes), two coats 
of 3.5 per cent tincture of iodine (which is 
one-half the strength of the ordinary phar- 
macopeeial tincture) are painted over the 
external genitalia, the inner sides of the 
thighs, in fact over all of the skin area that 
will not be covered by the sterile drapery. 
A woman can be accurately draped for de- 
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livery with only four towels, one across the 
abdomen, one around each thigh, and one 
under the buttocks. While ‘this is not all 
that may be desired, it is enough to show 
that it is not intricate or difficult to obtain 
clean drapery, but simply requires a little 
forethought. As soon as the iodine dries, it 
is removed or partially neutralized by the 
copious application of alcohol, for which 
purpose any of the ordinary alcohols will do. 

It is quite true that mercurochrome is not 
irritating and iodine is. The patient should 
be at least partly under an anesthetic when 
the iodine is applied, so that if pain be com- 
plained of, a few inhalations will relieve her. 
He has never seen blistering of the skin 
occur, and attributes this to the care with 
which it is applied, and to the early neutral- 
ization with alcohol. 

One may therefore conclude that we have 
in either the iodipe-alcohol or the 4-per-cent 
mercurochrome imethod of preparation of 


the genitalia for delivery, a procedure that ‘ 


is safer than any yet advanced; each is sim- 
ple and can be used by any one who will take 
the trouble to have the solutions prepared 
shortly before expected delivery. The 
iodine-alcohol would seem to be the simpler 
of the two, as it can be used with effect as 
late as five minutes before delivery, whereas 
the use of mercurochrome is advised at 
least one hour before any operative pro- 
cedure. 


Acute Mercuric Chloride Poisoning. 


In the Archives of Internal Medicine for 
February, 1926, Konuwn states that death 
from mercuric chloride taken by mouth 
may ensue within hours; apparently with 
circulatory collapse, with little renal damage 
and no evidence of uremia. Evidence is pre- 
sented which suggests that direct myocardial 
damage may account in part, at least, for 
this early toxic death. In three severely 


poisoned cases, the white count reached 
34,000 or higher in a few hours, and it is 
suggested that the degree of elevation of 
the leucocytes may be an index of the se- 
verity of the poisoning, with an unfavorable 
prognosis when levels of from 30,000 to 
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40,000 are found. Lastly, while it is not de- 
nied that sodium thiosulphate may have 
value in treatment, it should be emphasized 
that it may fail to exert detoxicant action, 
and should not be administered to the 
neglect of established therapeutic methods. 


The Relation of Albuminuria to Pro- 
tein Requirement in Nephritis. 


In the Archives of Internal Medicine for 
February, 1926, PeTers and BULGER state 
that a study of the nitrogen metabolism of 
certain patients with acute and chronic 
parenchymatous nephritis has been made in 
an attempt to determine to what extent 
protein lost as albumin in the urine can be 
replaced by food protein. 

The total urinary nitrogen of these pa- 
tients is not a satisfactory measure of 
nitrogen catabolism. 

The nitrogen catabolism can only be esti- 
mated from the urinary non-protein nitrogen 
after proper allowance has been made for 
changes in blood and tissue non-protein 
nitrogen and variations of body weight due 
to diuresis or accumulation of edema. 

By the administration of large amounts 
of carbohydrate and fat it has proved possi- 
ble to reduce the protein catabolism to 0.5 
to 0.7 gm. per kilogramme a day. 

If enough protein is given to cover 
the nitrogen catabolism plus an additional 
amount equivalent to that lost as albumin 
in the urine, nitrogen wastage may be pre- 
vented. 

Most of these patients when they enter 
the hospital show evidences of previous pro- 
tein deficiency. If they are given more than 
enough protein to replace the amount lost 
in the urine, they will store the excess within 
certain limits, thus repairing the effects of 
previous nitrogen wastage. 

This protein wastage may be partly due 
to early dietary mismanagement. The loss 
of protein as albumin in the urine is cer- 
tainly a serious contributory cause. It also 
seems probable that the disease itself, in its 
more acute stages at least, is characterized 
by a higher protein metabolism than normal. 
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This is suggested by the results of these 
studies. 

Abnormally high blood non-protein nitro- 
gen has only been observed when the nitro- 
gen catabolism was relatively high, and has 
usually returned to the normal level as the 
clinical condition of the patient improved 
and the nitrogen catabolism diminished. 


Hexylresorcinol in the Treatment of 
Pyelitis of Infancy and of 
Childhood. 


In the American Journal of Diseases of 
Children for February, 1926, Scotr and 
LEONARD state that on the basis of their 
clinical experience with hexylresorcinol in 
the treatment of pyelitis in children, they 
believe that it is at times a distinct addition 
to the therapeutic measures heretofore at 
our command. 

The striking improvement in the general 
health and nutrition, frequently observed in 
children taking hexylresorcinol, does not 
seem to be entirely dependent on the control 
of the urinary infection, for it may occur 
long before there is any noticeable improve- 
ment in the local condition and is sometimes 
the most impressive effect of the treatment. 

To obtain the best results, treatment 
should be persistent, the fluid intake should 
not be increased, and soda should be avoided 
during administration of the drug. 


The Treatment of Chronic Tonsillitis. 


In the Lancet of February 20, 1926, 
FRASER says there does not appear to be any 
useful “half-way house” between gargles 
such as peroxide of hydrogen (two teaspoon- 
fuls of a 3-per-cent solution in a large wine- 
glassful of cold water) or phenol sodique 
on the one hand, and enucleation of the ton- 
sils on the other. Slitting up or cauterizing 
the tonsil crypts, separation of the plica 
triangularis (circumcision of the tonsil), 
and the application of caustic pastes have 
not found much favor. Reports on the 
results of x-ray treatment are decidedly 
adverse. Before operating, the patient’s 
mouth should be rendered as aseptic as 
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possible; in adults especially the teeth 
should be atterided to before the tonsil 
operation. All specialists have felt the diffi- 
culty of determining in many cases whether 
the condition of the tonsils was such as 
to call for enucleation. Indiscriminate 
enucleation has brought the operation into 
some. disrepute. An opinion should not be 
given during or immediately after an attack 
of coryza. Conservative treatment—e.g., 
nose washes, inhalations, and gargles— 
should be prescribed and the child seen again 
later. There are seldom any indications for 
enucleation before the age of three or four 
years, though adenoids may have to be re- 
moved in infants. (Tonsils should not be 
enucleated merely because adenoids are be- 
ing removed. If the tonsils become greatly 
enlarged and give trouble after the adenoid 
operation they can be dealt with later.) 

The old operation of tonsillotomy, or, 
more correctly, partial tonsillectomy, has 
been abandoned by almost all specialists in 
Anglo-Saxon countries because it was’ so 
often followed by recurrence of tonsillitis 
and even peritonsillar abscess. The ques- 
tion, therefore, of the choice of operation 
resolves itself into a dispute as to the respec- 
tive merits of the guillotine and the dissec- 
tion methods. Some hold that practically 
all tonsils can be enucleated with the guillo- 
tine, while others believe that dissection is 
the only correct procedure. Most surgeons, 
however, find that each method is suited for 
certain cases—.e., that in practically all 
children, certainly in those who have not 
been previously operated upon, the tonsils 
can be entirely enucleated with a suitable 
guillotine. In only a few cases, where the 
tonsils are adherent to the surrounding 
structures, do they require to be dealt with 
by the dissection method under a general 
anesthetic. It is true that in a very small 
proportion of cases the enucleation is not 
quite complete—a piece of the upper or 
lower pole being left; this error can, as a 
rule, be rectified with the guillotine if it is 
discovered before the child comes out of the 
anesthetic. In adults, on the other hand, 
the dissection method, with the aid of local 
anesthesia, is to be preferred. Such cases 
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have very often had one or more attacks of 
peritonsillar abscess which have given rise 
to adhesions and render the operation 
difficult. 

It is a mistake to say that only specialists 
should enucleate tonsils. The truth is that 
only those who can should do the operation. 
A man or woman with sufficient manual 
dexterity, who has held the post of house 
surgeon or clinical assistant for six months 
in an ear and throat department, is quite 
competent to perform the Whillis-Sluder 
operation or to enucleate by the dissection 
method. 





Scopolamine-morphine Narcosis in 


Childbirth. 


In the Lancet of February 13, 1926, 
PLUMMER states that in the method which 
he employs the injections were hypodermic, 
usually into the arm, the patients being kept 
in bed. The room was darkened and abso- 
lute quiet observed. Dark glasses were not 
used, and wool ear-plugs were employed in 
one case only. 

The first dose for primipare was mor- 
phine gr. %4 and hyoscine gr. 1/100, given 
when the patient said the pains were becom- 
ing severe. The personal factor of sensi- 
tiveness to pain and general nervousness 
naturally affected the length of the period 
between the earliest pains and the first 
injection, but patients were encouraged to 
bear the slighter pains. Vaginal examina- 
tions were not made unless specially indi- 
cated, but where they were called for it was 
found that dilatation rarely exceeded. one 
inch without severe pains. 

For multipare the first dose was mor- 
phine gr. 1/6 and hyoscine gr. 1/100, given 
as soon as labor began and without waiting 
for severe pains. No injection was given 
if it appeared that labor would be over in 
three hours or less; with this exception the 
cases were not selected in any way. The 
second dose was usually hyoscine gr. 1/150 
an hour after the first; in one case gr. 1/100 
was given. Subsequent doses consisted of 
hyoscine only; in no case was any more 
morphine given. The frequency and amount 
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of the doses, from gr. 1/150 every hour to 
gr. 1/450 every two or three hours, were 
determined by the response to memory tests. 
Amnesia, not analgesia, was aimed at, and in 
no case was analgesia obtained. 

In nearly all cases a little chloroform was 
given at the end of the second stage, and 
unless an ordinary dose of hyoscine had 
been given recently he found it advisable 
to give a small dose shortly before the end 
of the second stage to insure sleep con- 
tinuing after the birth; he regards this sleep 
as a very important factor in attaining com- 
plete amnesia. Water was given freely, and 
in long cases milk or beef essence. 

For primipare, the longest interval be- 
tween the first dose and delivery was 55 
hours, the shortest 114 hours, average 131% 
hours. For multipare, the figures are 15%, 
2, and 5% hours respectively. It is obvious, 
therefore, that the duration of labor is not 
increased, as has been stated. On the con- 
trary, it appears that at times it is shortened 
by the removal of inhibition and the preser- 
vation of strength by sleep. 

For primipare, the greatest amount of 
hyoscine was gr. 11/120 in 29% hours, the 
least gr. 1/100 in 1% hours, average gr. 
1/25. For multipare, the figures are: gr. 
7/150 in 8 hours, gr. 4/450 in 2 hours, and 
gr. 1/43 respectively. He has not been able 
to trace any relationship between the tem- 
peraments of the patients and the amount 
of hyoscine required; for example, two 
successive primipare, young healthy women, 
each of whose twilight sleep lasted 9% 
hours, required five injections totaling gr. 
1/30, and seven totaling gr. 1/20 respec- 
tively. 

The patients slept practically throughout 
labor; with the more severe pain they might 
stir uneasily and groan, and possibly com- 
plain of the pain, falling asleep again di- 
rectly the pain passed off. In many cases 
what was uppermost in their minds was 
what had occupied them when labor began, 
such as their domestic and household ar- 
rangements. 

Provided that the dosage is limited to the 
production of amnesia only, and is adjusted 
to the individual, there do not appear to 











be any contraindications. The constant 
supervision that is essential makes twilight 
sleep unsuitable, save in exceptional circum- 
stances, for administration in the patient’s 
own home. In hospitals it is difficult to 
insure quiet. Full chloroform anesthesia 
may be given at any time during twilight 
sleep for such procedures as version or 
rotation of an occipitoposterior presenta- 
tion, the twilight sleep being continued 
afterward if necessary; or for a terminal 
forceps extraction, perineal repair, etc. 
Fortunately, no more serious operative pro- 
cedure has been necessary in this series, but 
there seems no reason to anticipate that any 
such would be prejudiced, either as to the 
operation or the anesthetic, by the fact that 
twilight sleep had been given. 

One great advantage of twilight sleep is 
that as the mother is conserving her strength 
by sleeping, instead of getting worn out by 
repeated pains and the constant dread of 
more and worse ones, cases can be left much 
longer to nature than would otherwise be 
possible; in uncomplicated cases the use of 
forceps merely for the mother’s sake is 
avoided, with consequent lessened risk for 
both mother and child. 





The Status of the Use of Mercuro- 
chrome-220 as an Intravenous 
Medication. 


STRINGER in the New Orleans Medical 
and Surgical Journal for February, 1926, 
reminds us that marvelous cures are attrib- 
uted to the use of mercurochrome-220 in- 
travenously in the presence of septicemia, 
practically all types, and in many local in- 
fections removed from the surface of the 
body. The drug cannot be concentrated in 
the blood stream in germicidal strength. 

It is necessary to use fresh solutions. 

It must be given while the patient has a 
margin of natural resistance, and is most 
effective after moderate reactions. 

Stringer well says that the conclusion 
must be that we cannot assume mercuro- 
chrome-220, used intravenously, to be a 
panacea in septicemia. Its action is most 


likely that of an agent to produce a sys- 
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temic reaction, emphasizing the natural 
defenses of the body. Though its use is 
not without danger, its low toxicity recom- 
mends its use in extreme cases, and affords 
a not wholly explained chance of benefit in 
those cases with a certain margin of “fight” 
still ‘present. 





Insulin in Malnutrition. 


In the American Journal of Diseases of 
Children for March, 1926, FiscHer and- 
RoGatz state that in their work on the value 
of insulin in various types of malnourished 
infants, a number of interesting observa- 
tions should be mentioned. Their results 
have not been sensational. They have had 
cases of acute intoxication, in which they 
have felt that insulin alone has proved the 
life-saving factor. In other less .acute cases 
there has been definite improvement in 
nutrition and in appearance, which can be 
attributed to the administration of insulin 
only. In a number of dystrophic infants 
with stationary weight, a result following 
insulin was noticed only after one or two 
weeks had elapsed, when a gradual improve- 
ment was observed. There having been no 
changes in diet, they feel that a number 
of these results were in some way asso- 
ciated with the use of the insulin princi- 
ple. In some cases, on the other hand, in 
which they hoped for favorable results, 
insulin has proved entirely without effect 
and was discontinued after a reasonable 
trial. 

They have discovered no ill effects from 
individual, small doses of insulin, nor even 
from large doses combined with glucose in 
But what appears to be a cumu- 
lative effect has been observed. If a child 
be given insulin regularly, twice or three 
times a day, in doses of 1 to 5 units, a re- 
action follows after a number of days. 
This consists of a rise in temperature, 
which may be slight, or as high as 102° F., 
a loss of appetite with a decrease in weight, 
and general indisposition. Discontinuing 
insulin has been sufficient to remedy this 
condition. 

They describe the types of cases in which 
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insulin has been tried. In their work it has 
justified its use as a last resort in most 
cases of severe atrophy with intoxication. 
Not all infants with dystrophic tendencies, 
however, are suitable for this therapy. They 
have often been mistaken in their judgment 
of appropriate cases for insulin. In gen- 
eral, however, the clinical appearance of a 
child, who may be expected to improve 
under the treatment in question, is that of 
an infant with a moderate degree of anemia, 
somewhat apathetic to, its environment and 
with no interest in its food. This type of 
child is much undernourished, often being 
several pounds underweight, and one whose 
weight curve either fluctuates without ulti- 
mate gain, or remains stationary without 
gain or loss over a period of weeks. 

Realizing, then, the limitations of this 
form of treatment and that the use of insu- 
lin must be undertaken with discretion, and 
keeping in mind what others have already 
written on this subject, it is still their im- 
pression, after reviewing their experiences 
with the preparation, that in types of cases 
discussed insulin may be used with a rea- 
sonable hope of success, when other sug- 
gestions in diet and management have 
failed. 

These authors sum up their views as fol- 
lows as to the results obtained in twenty- 
seven malnourished infants who were given 
insulin. Of these, seventeen results (63 
per cent of their cases) were distinctly suc- 
cessful, with marked gain in weight and 
improved nutrition. Five cases were indif- 
ferent, showing no change during or after 
treatment. Four cases were confusing, so 
far as a change of formula was necessary 
during the period of trial. One child died 
in a state of acute intoxication, despite the 
persistent use of insulin intravenously. 

Three types of malnutrition were treated 
in the following manner: In cases of acute 
atrophy with intoxication, insulin was given 
in combination with a 20-per-cent solution 
of glucose, intravenously, through the an- 
terior fontanel. Of five cases thus treated, 
four recovered. In atrophy without intoxi- 
cation, insulin was administered with 15- 
per-cent glucose, intraperitoneally or sub- 
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cutaneously. In dystrophy, insulin was 
used subcutaneously or intracutaneously in 
conjunction with the feedings. 

In those cases reported as successful, 
there were no changes in diet or in manage- 
ment, other than the use of insulin com- 
bined with glucose, to which improvement 
could have been attributed. 

No ill effects from individual doses of 
insulin were Observed. Insulin given in 
repeated, small doses seems to have a 
cumulative effect, which culminates in a 
rise in temperature, anorexia, and loss of 
weight. 

Insulin, if administered in properly chosen 
cases of malnutrition in infancy, has been 
an effective, though not absolute, remedy in 
their hands, and deserves a trial when all 
other methods of feeding and management 
have failed. 


Intramuscular Injection of Guaiacol- 
Iodine-Camphor Oil in Rheuma- 
toid Arthritis. 


In the Correspondence Columns of the 
British Medical Journal of March 6, 1926, 
SMITH reminds its readers that in the issue 
of the same journal of October 10, 1925, 
there was published a paper of his dealing 
with a method of treating rheumatoid arth- 
ritis and periarticular fibrositis—other than 
specific types of case—by the injection of 
an oil containing guaiacol, iodine, and 
camphor, combined. 

After much careful testing of various 
mixtures of this triple oil he finds that the 
combination which gives the most con- 
sistently good results, and which has given 
most satisfaction in its use, is one contain- 
ing pure guaiacol 10 per cent, iodine as 
iodipin 10 per cent, and camphor 5 per cent, 
in sesame oil. A thin, pure, carefully clari- 
fied specimen of this oil should be used in 
the preparation of the triple oil, which is to 
be sterilized and then put up in ampoules 
of 1 cc. each, or, better still, in 20-minim 
ampoules, so as to allow of sufficient to 
provide the full 1-cc. dose being drawn up 
into the syringe. The compound is a thin, 
amber-colored oil, clear and transparent, 














and smelling strongly of guaiacol; there 
should be no haziness or deposit of any sort, 
no matter how long the preparation is 
stored. 

Numerous reports have reached him of 
satisfactory results having been obtained 
by using this triple oil. In a few old-stand- 
ing and chronic cases, where much deform- 
ity and rigidity existed, the result so far has 
been disappointing. Yet the 
more extended use of the oil may improve 
even these if the treatment is persevered 
in, and care taken to make use of all the 
supplementary means suggested in the orig- 
inal paper. Massage is not well tolerated, 
as being too painful, and is best used to 
counter the disuse atrophy of muscles; but 
where gentle passive movements of joints, 
gentle stretching, and local radiant heat 
baths have been utilized regularly after 
each injection the results have been more 
satisfactory, the effect of the oil being, very 
likely, accentuated. In the case of a lady 
who had had much iodine in various forms, 
both externally as well as internally, an in- 
tolerance of iodine occurred; in her case 
guaiacol 10 per cent with camphor 5 per 
cent (without the iodine) has been sug- 
gested for use. 

As to dosage of the combined oil: if a 
stronger dose is thought to be desirable for 
any case, it seems to him wiser to repeat 
the maximal amount of 1 cc. more fre- 


somewhat 


quently so as to produce a continuous 
rather than an explosive effect. There is, 
so far as he can see, no evidence that larger 
doses at longer intervals will be more 
effective. It must be borne in mind that 
guaiacol injected has been known to cause 
collapse, so that caution must be observed 
in giving large doses. Using the oil made 
according to the formula advised, there 
should be no irritation or pain to speak of 
apart from the needle prick; even the prick 
need hardly be felt if the needle is pushed 
in slowly and deliberately; it is the quick 
stab which hurts. 

Smith has several times been asked how 
long a course of treatment should continue. 
The only reply he can give to that question 
is that the treatment should be gone on with 
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steadily so long as benefit can be obtained 
from its use, and so long as the iodine is 
being normally excreted. A colleague in- 
forms him that delayed improvement oc- 
curred in a case of his some weeks after a 
course of twelve injections had been given. 

One other matter seems to him to be of 
great importance: as complete a general 
detoxication of the patient, without using 
means which are too drastic, should, if pos- 
sible, be obtained during the treatment with 
the triple oil. 





Heliotherapy. 


In the Boston Medical and Surgical 
Journal of February 18, 1926, Hawes 
expresses his belief that sunlight treatment 
is indicated in practically all cases of non- 
pulmonary or so-called surgical tuberculosis. 
It is not indicated in febrile cases of 
pulmonary disease or where there is other 
evidence that the condition is active. 

Actual sunlight is better than artificial 
sunlight. If the latter is used by means of 
a lamp it should be as an adjunct to 
exposure to actual sunlight. 

Heliotherapy should not be looked upon 
as the only nor as the most important means 
of treatment, but as an adjunct to rest, 
fresh air, proper nourishment, and general 
hygiene. 





The Prevention of Dengue. 


SILER, Hari, and, HircHENsS in the 
Philippine Journal of Science for January- 
February, 1926, state that dengue and 
yellow fever are transmitted by the same 
species of mosquito (Aédes egypti), and 
the mechanism of transmission for both 
diseases is strikingly similar. Epidemics of 
both dengue and yellow fever are therefore 
subject to the same control measures. 

The control of epidemics of dengue 
usually. is accomplished by a material re- 
duction in the mosquito population of the 
community. 


The mechanism of transmission briefly is 
as follows: 


The dengue patient infects 





mosquitoes during the first three days of 
illness; the infected mosquito is able to 
transmit the virus eleven days after its 
infection; infected mosquitoes remain in- 
fective throughout life; hereditary trans- 
mission of the virus does not occur. 

Epidemics of dengue can occur only when 
there are simultaneously present cases of 
dengue fever, large numbers of Aédes 
egypti, and large numbers of non-immune 
individuals. 

Aédes egypti control campaigns must be 
based upon a consideration of its life habits ; 
it is one of the most highly domesticated of 
mosquitoes; it apparently does not hiber- 
nate; it disappears when the atmospheric 
temperature falls appreciably below 59° F. 
(15° C.) and remains there for a great 
length of time; it prefers to take blood 
from man; it is essentially a day-biter, but 
may take blood at night; its average length 
of life, under natural conditions, is prob- 
ably not more than six weeks; it breeds 
by preference inside human habitations and 
on the premises thereof; it practically al- 
ways deposits its eggs in collections of clear 
water; its eggs, being very resistant to an 
unfavorable environment, retain their vital- 
ity after storage in a dry place for several 
months; the eggs hatch normally in three 
days, and the adult (free-flying stage) 
emerges ordinarily from eight to fifteen 
days later. 

Dengue-preventive measures are based 
on two lines of attack, namely, codpera- 
tive effort on the part of individuals, both 
sick and well, and organized mosquito- 
control campaigns on the part of the public 
health authorities. 

Codperative effort on the part of indi- 
viduals should include the following factors: 
Patients should protect themselves from the 
bites of Aédes egypti mosquitoes during the 
first three days of their illness; mosquito 
nets should be used at night and during 
afternoon siestas; non-immune persons 
should avoid homes in which secondary 
cases of dengue occur; householders should 
destroy adult mosquitoes observed within 
the house; water should not be permitted 
to stand in uncovered receptacles in the 
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house or on the premises for a longer period 
than seven days. 

Consideration should be given to a num- 
ber of factors preparatory to the formula- 
tion of the plan of campaign. If dengue 
has been endemic for a long period, many of 
the natives will have acquired more or less 
immunity, and epidemics usually are con- 
fined to the newly arrived non-immune 
foreigners from areas where dengue is not 
endemic. If the rate of flow of the non- 
immune population is small, extensive out- 
breaks are not likely to occur, and vice 
versa. In areas of endemicity maps should 
be prepared showing the following data: 
Residential sections of the major part .of 
the foreign non-immune element of popu- 
lation; the parts of the city in which a per- 
manent type of construction for buildings 
predominates, as distinguished from con- 
struction of a temporary character. Charts 
showing daily rainfall, humidity, and tem- 
perature should be plotted. During certain 
seasons of the year the rainfall will be so 
low and may evaporate so rapidly that it 
would be impossible for the Aédes egypti 
mosquitoes to breed out in casual rain- 
water containers. During such seasons and 
under such conditions, inspections for breed- 
ing places should be concentrated on the 
other natural breeding places of A. egypti. 
Temperature conditions influence the sea- 
sonal distribution of dengue, and in locali- 
ties in which the temperature falls below 
50° F. (10° C.) and remains there for a 
considerable period of time, epidemics of 
dengue will necessarily end with the advent 
of cold weather. 

In carrying out antimosquito campaigns 
the principal line of attack should be eradi- 
cation of the breeding places (antilarval 
measures), but this should be supplemented 
by codperative efforts on the part of the 
individual. The active interest and support 
of a moderate proportion of the population 
can be secured if adequate publicity of an 
educational nature is carried out. The area 
to be covered should be divided into dis- 
tricts and adequate and competently trained 
personnel assigned to each district as in- 
spectors. Inspections should be made at 














intervals of not more than seven days, and 
weekly reports relating to detected breeding 
places should be submitted and consolidated 
in order that the effectiveness of the work 
may be evaluated. 





The Pathological Vomiting of 
Pregnancy. 


Ketty, in the Virginia Medical Monthly 
for March, 1926, says it may be of interest 
to some to state briefly the technique which 
he follows in this work. To make a solu- 
tion for intravenous use the following 
method is recommended: Distilled, filtered, 
sterile water, the desired quantity; Lilly’s 
50-per-cent, 20-cc. ampoules of sterile glu- 
cose, the desired number, are thoroughly 
cleansed with alcohol, broken, and emptied 
into the water, prepared as above; then the 
desired amount of insulin is added (one 
unit for every two grammes of glucose). 
This mixture is then filtered through sev- 
eral thicknesses of sterile gauze in order to 
be sure there are no fine particles of glass 
in it, and, the temperature of the solution 
being correct, it is now ready for injection. 
The time consumed for one such injection 
varies slightly with the amount of fluid 
used, but is usually one hour. The vein is 
never cut down upon; the needle, which 
should be rather small, is put through the 
skin into the vein in the usual way, the arm 
having been previously cleansed with iodine 
and alcohol. 

By making a solution of the glucose-in- 
sulin mixture we have, of course, a solution 
in which there is a definite proportion of 
glucose to insulin in every drop of the so- 
lution as it flows into the vein. In other 
words, there is a better balance than when 
the glucose is put in the vein and the insulin 
given hypodermically. There is still an- 
other advantage: it is unnecessary to con- 
sume three or four hours to administer the 
glucose, as Thalheimer advises, though it 
should be given reasonably slowly. Also, 
the patient is not so exhausted by this 
method of procedure, and does not dread a 
repetition of the treatment as much as when 
it is so long drawn out and when repeated 
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hypodermics of insulin are used. Further- 
more, it seems that the results are even bet- 
ter when the insulin is put in the glucose 
solution. 

The treatment of these cases by other 
methods has not been satisfactory. Many 
remedies have been suggested by as many 
authorities, and many have been the fail- 
ures. Probably the most used one has been 
corpus luteum. His personal experience 
with this remedy has been disappointing, 
though in a few instances it has seemed to 
help somewhat. He has thoroughly tested 
its value by giving from two to four am- 
poules daily in the vein. 

His present method of treatment is to 
put the patient in a hospital, immediately 
give her 80 to 100 grammes of glucose by 
vein, and no food or water, by mouth, for 
twelve to twenty-four hours; at the end of 
this period allow dry food; no water for 
one hour before or for one and one-half 
hours after taking food, but abundant fluids 
at other times. If the results of this treat- 
ment are satisfactory, thus far, the patient 
is then given a very liberal carbohydrate 
diet, including candy if she so desires. The 
urine frequently shows sugar at the next 
voiding following the glucose injection, but 
it very soon disappears, and along with this 
the acetone and diacetic acid decrease or 
disappear. In fact, the results he gets in 
some of these cases are little short of 
miraculous. It may be necessary to use 
the glucose a second time, or even a third, 
in some cases, though one treatment is often 
sufficient to bring about a cure. 

There are several important points in the 
treatment: First, give large doses; 80 to 
100 grammes of glucose, as described 
above, is the amount he usually gives. He 
failed in one case, due, he believes, to small 
doses, though he carried her along for one 
month. There were, however, several 
obstacles in the way, over which, unfor- 
tunately, he had no control. He gave this 
patient glucose and insulin six times; she 
improved after each injection, especially 
after the first, but he was never able with 
small doses to free her urine of acetone or 
diacetic acid. He really believes large 
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doses, with the use of luminal sodium, 
which was not given, would have done the 
work for her. . 

The three cases which he reports were 
very severe ones, one of which had been 
unable to retain any food and very little 
water for three weeks; she vomited prac- 
tically not at all after the first injection. 

He calls attention to one other remedy 
which he has found more helpful than any- 
thing else with the ordinary cases of vomit- 
ing and nausea. It is also very helpful with 
the severe ones. This is luminal sodium, 
given in doses of one to one and a half 
grains t.i.d., one hour before meals, and, 
if necessary, one tablet at bedtime. The 
patient is allowed no fluids for one hour 
before or for one hour and a half after eat- 
ing. Plenty of fluid is allowed between 
these hours, and only dry food for meals. 
Surprisingly good results are obtained from 
this. In fact he has discarded corpus lu- 
teum, and many other remedies, since he 
began the use of luminal sodium. When 
this fails he sends the patient to the hospital 
for the glucose and insulin treatment. 

In the treatment of the vomiting of preg- 
nancy, he depends chiefly on two remedies, 
and those cases which he is unable to cure 
with luminal sodium he treats with glucose 
and insulin. 

He is absolutely certain that abortions 
for the pathologic vomiting of pregnancy 
can be almost entirely prevented by the 
earnest application of this treatment. 

He prepares the solution with the great- 
est care, using distilled water, well filtered 
through sterile gauze after preparing. 

Occasionally there may be a chill and a 
temporary rise of temperature, but he has 
seen no harm come from this treatment. 
Faulty technique or impure solutions might 
result in serious trouble. 

The glucose may be given in a 5- to 10- 
per-cent or even stronger solutions. 

Use only a chemically pure glucose, 
preferably that put up in ampoules. He 
has heard of one death which was probably 
due to the use of an impure solution. 

Much work has been done by Titus and 
others, and is still being done, in the use of 
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glucose and insulin. There is some ques- 
tion as to the advantage of using insulin 
with the glucose, but it seems that if insulin 
aids in relieving acidosis and in carbohy- 
drate metabolism in diabetics, it should also 
be of value in cases of this kind, where 
large amounts of glucose are put in the 
blood stream. 

As a result of his experience with these 
cases, three indications stand out preémi- 
nently in importance in the order named: 
(1) Overcome dehydration; (2) supply 
carbohydrates; and (3) relieve nervousness 
and produce sleep. The first is done by 
using plenty of water with the glucose in- 
travenously, by rectum and under the skin, 
if necessary. The second is done by large 
doses of glucose in the vein until vomiting 
ceases and then carbohydrates by mouth. 
The third is accomplished by the use of 
luminal sodium. This drug relieves the 
nervousness and produces the sleep which 
is so essential in these cases, and, until the 
stomach is able to retain this drug, he de- 
pends upon sodium bromide per rectum. 


Pyelitis, with Special Reference to Diag- 
nosis and Treatment. 


In Southern Medicine and Surgery for 
March, 1926, H1iGHSMITH considers the so- 
lution of choice for irrigation of the kidney 
pelvis either a one- to two-per-cent of 
freshly prepared silver nitrate solution, or 
one- to two-per-cent solution of mercuro- 
chrome. For first irrigation he begins with 
a solution of not over one per cent. 

There are many other solutions used 
with varying degrees of success. He for- 
merly employed argyrol solution in varying 
strengths, but has discarded its use because 
of its clumping effect, causing attacks of 
kidney colic following its use. A normal 
salt solution is a good cleansing agent and 
has some astringent properties. 

Neutral acriflavine of the strength of 
1:4000 or 1:6000 in normal salt solution is 
no doubt a valuable irrigating agent. He 
has not used it in this way. It is said to be 
an efficient germicide, non-irritating, and 
of low toxicity to living tissue. It has been 
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given intravenously with good results in 
septic cases, including pyelonephrosis. He 
has given it by mouth with splendid results 
as a urinary antiseptic in fifteen cases of 
pyelitis. It is given in doses of one-half to 
one grain, one hour after meals with a glass 
of water. The light-yellow color is ob- 
served in the urine shortly after adminis- 
tration. In two cases the drug was not 
tolerated and nausea and vomiting occurred. 
It acts best in alkaline media and can be 
given to advantage along with the citrates 
and sodium bicarbonate. 

Hexylresorcinol, given by mouth, is 
coming to be considered a specific in all 
types of infection of the genito-urinary 
tract. 

It is a stable organic substance of known 
chemical constitution, and is the most 
powerful germicide ever described as a non- 
toxic substance. 

It is non-toxic by mouth and is admin- 
istrable in repeated doses for indefinite 
periods. Prolonged administration of large 
repeated doses to animals and to man re- 
sults in no injury to the kidney or irritation 
of the urinary tract. It retains its power- 
ful bactericidal action in solution in human 
urine of any reaction, and is excreted un- 
changed by the kidney after oral adminis- 
tration in sufficient concentration. to impart 
active bactericidal properties to the urine. 

It is highly probable that hexylresorcinol 
exerts little if any influence on infections 
which have invaded the parenchyma of the 
kidney. It is an internal urinary antiseptic. 
No internal renal antiseptic is known. 

Urinary infections due to the usual 
gram-positive cocci ordinarily clear up 
promptly, completely and permanently with 
no other treatment than hexylresorcinol by 
mouth. 

The “basic” diet and careful regulation 
of the bowels are important. He advises 
such patients to eliminate from their diet, 
peppers, spices, pickles, rich salads and 
foods that are irritating to the urinary 
tract. Also instruct them as to bladder 

hygiene ; next eliminate all primary foci of 
infection before the patient is discharged. 
Renal infections occurring secondary to 
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gall-bladder trouble, appendiceal, pelvic, 
dental or tonsillar disease, or sinus infec- 
tions, will often spontaneously disappear 
following surgical treatment of these foci. 
He has treated one hundred cases of pye- 
litis with uniformly satisfactory results by 
the methods outlined, which include cys- 
toscopy with irrigation and combined medi- 
cal treatment, and has had no mortality in 
this group. Only one, a pyonephrosis of 
the right kidney in a woman six and one- 
half months pregnant, came to open opera- 
tion of the kidney with drainage. Kidney 
irrigations and the medical treatment failed 
to arrest the process. On the ninth day 
after entering the hospital the patient had 
been steadily growing worse; signs of be- 
ginning uremia, as indicated by delirium, 
chills, fever, and abdominal distention ; pus, 
albumin, and casts in the urine, with poor 
kidney function. It was decided to operate 
and drain the right kidney. This was done 
under local anesthesia, supplemented by 
light general anesthesia. Incision was 
made down to and through the kidney sub- 
stance to the pelvis of the kidney. A small 
catheter drain was inserted. Pus drained 
freely from the kidney and the patient 
eventually made a good recovery. 





A Problem: in Insulin Therapy. 


In the Journal of Laboratory and Clinical 
Medicine for March, 1926, Mattory and 
Roe assert that certain cases require the 
administration of insulin some time between’ 
midnight and 6 A.M. in order to maintain 
the blood-sugar level approximately normal. 
Such patients apparently do not respond to 
increasing doses of insulin by a proportion- 
ate decrease in sugar excretion and reduc- 
tion of blood-sugar level. In such cases the 
time relation of sugar excretion to insulin 
dosage should be investigated. The simplest 
method is the examination of the three- 
hour portions of urine. Frequent blood- 
sugar determinations give additional in- 
formation. 

The remedy is in the redistribution of 
insulin in amount and at the time when re- 
quired. 
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Therapeutic Uses of Kaolin. 


In an editorial on this subject the British 
Medical Journal of March 6, 1926, reminds 
us that the use of china clay or kaolin for 
the manufacture of porcelain has long flour- 
ished in the Orient, and since the eighteenth 
century centers at Limoges in France, and 
in Devon and Cornwall in England, have 
supplied many thousands of tons annually. 
Its use in medicine as an excipient for cer- 
tain pills, as a dusting powder for ulcerated 
surfaces, and as a basis of a form of poul- 
tice, has also been known for a long time. 

Of recent years the use of kaolin has 
been extended, however, and it is coming 
into favor for the treatment of certain 
intestinal infections. A discussion of its 
action in this respect formed the basis of a 
recent thesis by L. H. Braadfladt, who had 
an opportunity for an extensive trial of its 
properties during the cholera epidemic in 
China which began in 1919. A hundred 
consecutive cases of cholera were selected, 
and divided into two groups according to 
their severity. Of these, 15 in the severely 
ill group and 20 in the moderately ill group 
received kaolin. It was given by the mouth 
in a heavy suspension consisting of 800 
grammes in a liter of water. If vomiting 
was a prominent symptom 3 ounces of this 
suspension was given every half-hour. 
After the vomiting and diarrhea had abated 
slightly, usually at the end of six to -eight 
hours, the dose of kaolin was continued 
every hour and then every two hours. It 
was not found necessary to give it for more 
than twelve to fifteen hours in most cases. 

Of the 35 patients who received kaolin 
only one died, and she was unconscious on 
admission and had complete suppression of 
urine. Of the total of 100 patients, 41 
received hypertonic salt solution only with 
9 deaths, 24 received salt solution and 
kaolin with 7 deaths, while 35 received 
kaolin alone with one death. In the two 


clinical groups the mortality rate was 22 
per cent in the severely ill and 6 per cent in 
the moderately ill, so the therapeutic use of 
kaolin in cholera appears to be justified. 
Certain experimental work gives a clue 
When 


to the way in which kaolin acts. 
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mixed with cultures of bacteria in fluid 
media, incubated at body temperature, and 
kept in motion, kaolin carries down with it 
as a precipitate large numbers of the organ- 
isms. If 25 mg. of the powder be mixed 
with one minimum lethal dose of diphtheria 
toxin, this will fail to kill a guinea-pig on 
injection. Toxic filtrates of cultures of 
the cholera vibrio standardized to kill rab- 
bits in 2-cc. doses by intravenous injection 
produce no toxic effects when previously 
shaken up with kaolin. Braadfladt con- 
cludes, therefore, that kaolin does not act 
as an antiseptic, but carries down with it 
large numbers of the bacteria in the intes- 
tine, while with regard to toxins it seems to 
render them harmless by a process of ad- 
sorption. 

Experiments on normal individuals indi- 
cate that after kaolin has been taken by the 
mouth, B. welchii, for example, disappears 
almost completely from the feces. It does 
not upset digestion, and it tends to reduce 
intestinal fermentation as evidenced by 
flatulence. It has been used in the treat- 
ment of bacillary dysentery, chronic ulcera- 
tive colitis, and acute enteritis with success, 
and it might possibly be beneficial in food 
poisoning by members of the salmonella 
group if given early enough. Braadfladt’s 
results, with their experimental basis, sug- 
gest that the use of kaolin in intestinal in- 
fections deserves an extended trial. 





The Etiology of Aortic Regurgitation. 


HarMe_r, in Heart, vol. xii, Nos. 3 and 4, 
1926, states that the conclusions to be 
drawn from his observations apply to male 
subjects between the ages of twenty and 
seventy-two, and they are: 

1. Syphilis is an important factor in the 
production of aortic regurgitation. 

2. Rheumatism is of rather less impor- 
tance and accounts for 27.2 per cent of the 
cases. 

3. Pure aortic regurgitation is mainly a 
disease of middle life, forty to fifty; whilst 
combined aortic regurgitation and mitral 
stenosis is essentially a disease of young 
people, below thirty years of age. 
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4. Fifty per cent of all cases of pure 
aortic regurgitation are syphilitic in origin, 
and 17.4 per cent rheumatic. 

5. Between twenty and thirty-five, 44 per 
cent of cases of pure aortic regurgitation 
are rheumatic in origin and 10.7 per cent 
are syphilitic. 

From thirty-five to forty, 14.3 per cent 
of cases are rheumatic and 40.5 per cent 
syphilitic, whilst over forty years of age 
only 5.2 per cent of cases are rheumatic and 
71.3 per cent syphilitic. 

6. Syphilis is of most importance as an 
etiological factor in patients over thirty-five 
years of age, because syphilitic aortitis, and 
hence aortic regurgitation, is not pro- 
nounced enough to cause cardiovascular 
symptoms until twenty to twenty-five years 
have elapsed from the infection. 

7. Rheumatism is of most importance as 
an etiological factor in patients below 
thirty-five years of age, because rheumatic 
fever is essentially a disease of young peo- 


_ ple and cardiovascular symptoms due to 


rheumatism appear on the average 11.6 
years after the attack of rheumatic fever. 

8. Syphilis and rheumatism are both of 
lesser importance in the etiology of aortic 
stenosis (with regurgitation), syphilis ac- 
counting for only 20 per cent and rheuma- 
tism for only 13.4 per cent of the cases. 


No Influence of Magnesium Sulphate on 
the Expulsion of Bile from the 
Gall-bladder. 


In the Journal of Laboratory and Clinical 
Medicine for March, 1926, GantT and V. 
VoLBorTH recall that in the hands of many 
eminent clinicians (Friedenwald, Smithies, 
J. Meakins, and Langdon Brown) duodenal 
drainage by means of magnesium sulphate 
has proved of value. The discrepancy be- 
tween their experimental results and the 
clinical findings may be another one of those 
cases in which the clinical method is in the 
empiric stage. It is also possible that the 
physiology of the dog here differs from that 
of the human. There is an anatomic differ- 
ence because the dog has two pancreatic 
ducts, one of which does not open at the 
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papilla of Vater. They intend to repeat 
their experiments after ligating that pan- 
creatic duct which does not open at the 
papilla of Vater. Gantt has shown clin- 
ically that magnesium sulphate introduced 
into the duodenum of the human causes an 
excretion of pancreatic juice equal in. en- 
zyme activity to the secretion which fol- 
lows the administration of beef extract; 
and it may be this flow from the pancreas 
which causes the relaxation of Oddi’s 
sphincter. 

Their work is in agreement with that of 
Friedenwald and Martindale on dogs; but 
it does not agree with that of Meltzer, upon 
which the clinical method is based, and 
there is certainly room for doubting the 
ordinary explanation which has been given 
of the physiology of duodenal drainage, as 
suggested in Meltzer’s foot-note in 1917. 

In their experience with dogs, using a 
special device for maintaining normal 
pressure in the bile ways, they found abso- 
lutely no influence of magnesium sulphate 
on the expulsion of bile into the duodenum. 





Hyperthyroidism Treated by X-rays. 


In the Lancet of March 20, 1916, Bar- 
cLAy and Fettows state that the number 
of treatments necessary in each case is quite 
variable. The smallest number by which a 
patient was apparently cured was six. The 
average number is about twenty, spread 
over a long period—it may be a year or 
more—but the patient is usually on the way 
to recovery after six to eight weeks. X-ray 
treatment must be persisted with; the re- 
sults are slow and pfogress is marked by 
“ups and downs” which recall the appear- 
ance of a typhoid temperature chart. 

The first favorable sign is usually the loss 
of the nervousness with a gradually increas- 
ing brightness of outlook. This is accom- 
panied by a return of energy and strength, 
and the patient is able to do a certain amount 
more. An atmosphere of optimism is thus 
engendered, and this is encouraged by the 
radiologist and is of the greatest importance 
in the treatment. The heart-symptoms, like 
all the others, improve slowly, a fall in the 
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pulse-rate being generally noticeable by the 
end of the fourth week, and there is a re- 
turn of self-confidence for which the patient 
is: very grateful. Slight retrogressions are 
common, and if the patient tries to do too 
much at one of these times a bad replapse 
may result. As a rule, however, these re- 
lapses are quickly overcome by increasing 
the frequency of the doses and by rest. 

Gain in weight is a striking result of the 
treatment. The average gain where the 
patients were systematically weighed (80 
cases) was 17 pounds. Two cases, how- 
ever, which were completely cured lost 3 
pounds in weight. In some cases the gain 
in weight was sensational, e¢.g., a lady of 
forty-four years, height 5 ft. 10 in., who 
was a living skeleton when she came under 
treatment. and had to be carried in, weighed 
61 pounds. At the end of her course of 
treatment by wz-rays she was absolutely 
cured, the exophthalmos and goitre had 
disappeared, and she had gained in weight 
no less than 84 pounds. Many other cases 
equally satisfactory but less striking could 
be cited. This increase of weight is some- 
times so marked as to be distressing to the 
patient, but when such patients are seen at 
a later date they are no longer worried on 
this account. If questioned, they will 
usually say that the weight gradually went 
down to normal as they resumed their 
usual activities. 

Goitre and exophthalmos are two fea- 
tures of the disease which are very variable 
in. their response to treatment, both often 
persisting long after the other symptoms 
have been relieved. One eye sometimes re- 
covers before the other. In the end, how- 
ever, these conditions tend to disappear, but 
quite a number of patients have gone to 
full work with prominent eyes and neck, 
neither of which can be regarded as a cri- 
terion of progress. 

Occasional treatments are given long 
after the patient is back at work and leading 
a normal life, the idea being to forestall any 
possible tendency to recurrence. Indeed, so 
convinced are patients of the good effect 
that x-rays have on them that there is some- 


THE THERAPEUTIC GAZETTE 








times difficulty in getting them to accept 
their discharge. 

In competent hands there are no risks, 
An x-ray burn would almost certainly be 
due to ignorance or carelessness in adminis- 
tration. Persistence with x-ray treatment 
before adequate filtration was practiced re- 
sulted in the formation of telangiectases. In 
some five or six of the early cases these were 
very unsightly, the skin being largely re- 
placed by thin scar tissue traversed by small 
vessels, although there had never been any 
question of an overdose producing a reac- 
tion. None of the cases that have come 
under treatment since 1919 have developed 
this trouble. 

It is said that x-ray treatment causes 
a fibrosis around the thyroid which inter- 
feres with its removal should the case come 
into the hands of the surgeon. This is, how- 
ever, somewhat doubtful, as fibrosis is 
found in cases which have not undergone 
«-ray treatment, or in which the treatment 
has not been sufficient to have had any 
effect on the thyroid. 

Real recurrences are very rare. The au- 
thors have only had two or three, and these 
have soon responded to treatment. Septic 
absorption from teeth, colon, or elsewhere 
and diabetes are the most likely factors 
causing tendency to relapse. Until this 
underlying condition is located and dealt 
with, recovery will be delayed. Abscesses 
about the roots of crowned teeth are re- 
sponsible for many things. 

When interpreting the effects of treat- 
ment one must remember how variable is 
the course of the disease. ‘‘Under similar 
treatment some cases improve rapidly, 
others fluctuate or lose ground, or die.” A 
certain number of mild cases, moreover, 
recover completely without any treatment 
at all. It is, however, impossible not to be 
convinced that x-ray treatment brings enor- 
mous relief to the great majority of those 
afflicted with this disease. 

To recapitulate: We have in this method 
a means of restoring to a useful and mod- 
erately active life between 60 and 70 per 
cent of patients incapacitated by hyper- 
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thyroidism. A further 20 or 30 per cent 
will be greatly benefited in health. The 
cases considered in their paper are consecu- 
tive and unselected. Cases of somewhat 
rare condition of acute toxic goitre seldom 
come under +-ray treatment owing to trans- 
port difficulties. They are usually satisfac- 
torily treated by radium. Under both 


‘radium and x-ray treatment a fulminating 


type of acute hyperthyroidism has been 
noted, and has invariably been fatal. Two 
of the three deaths from hyperthyroidism in 
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their series were of this type, the patients 
having made satisfactory progress up to a 
point, when they suddenly developed acute 
symptoms, dying within a few days. 

The method, though slow, is, in compe- 
tent hands, preéminently safe. The results 
are permanent, and, so far as they are able 
to judge, at least as good as those of sur- 
gery. Collaboration, not rivalry, between 
physician and radiologist is the ideal to be 
aimed at, for each can do much for the 
patient afflicted with this disease. 





Surgical and Genito 


The Relation of Trauma to Malignant 
Tumors. 

Ew1nc (American Journal of Surgery, 
February, 1926) notes that ever since lia- 
bility for the results of trauma has been 
recognized in civilized communities, this 
subject has occupied a prominent place in 
the annals of legal medicine. More recently, 
since the introduction of workmen’s com- 
pensation laws, by which the employer may 
be held liable for every variety of mishap 
that befalls the employees, the traumatic 
origin of tumors has taken on increased im- 
portance. For industry, and eventually the 
public, has to bear a heavy burden, partly 
just, partly fictitious, owing to the great 
number of awards made on the theory that 
trauma frequently causes cancer. 

Cancer is essentially a disease of habit. 
The victim of mouth cancer continually 
irritates the tongue with a sharp tooth and 
tobacco juice; the patient with esophageal 
cancer acknowledges that he has for years 
bolted hot food and used alcohol and 
tobacco; long-continued local uncleanliness 
is demonstrated and admitted in the great 
majority of cancers of mucocutaneous junc- 
tions; rectal cancers usually go with a his- 
tory of chronic constipation; tobacco 
cancers and betel-nut cancers are prominent 
examples of the results of chronic irritation 
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ingrained in customs and perpetuated by 
habits. 

When one considers that thousands of 
workmen are continually, for hours, days, 
and years, driving the same bolt, pulling 
the same lever, breathing the same vapors, 
tiring the same muscles and special sense 
organs, it is remarkable that malignant over- 
growth of regenerating tissue cells so 
seldom follows. This fact must mean that 
work and physical exercises are distinctly 
protective against cancer. It must also mean 
that as regards cancer, industrial conditions 
are favorable, so that Williams is able to 
point to statistics showing that the working 
classes are relatively immune to cancer. 

According to the rulings and statutes of 
most European countries and the best 
American practice, the following conditions 
must be provided before trauma can be 
accepted as the cause of a tumor: 

The authenticity and sufficient severity 
of the trauma. 

Previous integrity of the wounded part. 

If these items of evidence were rigidly 
required most of the alleged traumatic 
carcinomas and sarcomas would be elim- 
inated. 

The identity of the injured area with that 
giving origin to the tumor. 

A blow in one part of the body cannot be 
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assigned as a cause of a tumor arising in 
another part. The exact location of the 
trauma must be determined, as well as its 
capacity to injure the tissue giving origin 
to the tumor. 

The tumor must be of a type that could 
conceivably result from trauma. 

The structure of the tumor may preclude 
its being of a traumatic origin. Dermoid 
cysts, adrenal tumors of the kidney, endo- 
thelioma of the dura mater, mixed tumors 
of the salivary glands, neurosarcoma, bran- 
chiogenic tumors of the neck, basal cell 
carcinomas, and many other tumors are 
known to arise from congenital disturbances 
in the structure of organs, and cannot well 
be assigned to a traumatic origin. 

There must be a proper time interval 
between the receipt of the injury and the 
appearance of the tumor. This interval 
varies with each tumor. 

Many supposed traumatic tumors fail to 
meet this requirement. A _ well-advanced 
sclerosing osteogenic sarcoma requires 
months for its development and cannot be 
assigned to a trauma of recent date. The 
rapidly growing carcinoma of the testis 
cannot be attributed to a blow on the testis 
received a year or two before. 

There is strong evidence to support the 
view that the benign medullary giant-cell 
tumors of bone result from hemorrhages in 
the bone-marrow, and that these hemor- 
rhages are preceded by chronic ostitis 
fibrosa. In these cases a traumatic history 
is frequently obtained. More frequently the 
traumatic history is missing. It seems prob- 
able that the blood-vessels are rendered 
more fragile by the ostitis fibrosa so that 
the trauma acts on a tissue predisposed to 
hemorrhage. 

Loewy, in an observation of , 26,389 
injured persons, found 37 malignant tumors 
attributable to trauma as either a primary 
or an activating factor. Assuming that all 
the cases were genuine this degree of 
frequency of alleged traumatic cancer, 1 to 
700 injured persons, is not much greater 
than the incidence of cancer in ininjured 


persons. 
It is a safe conclusion that trauma very 
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rarely produces cancer de novo. More 
often it brings to light a previously existing 
cancer or excites a miniature cancer or 
possibly a precancerous lesion to more rapid 
growth. 

Experimental efforts to produce cancer 
by various forms of single trauma have 
been carried out on an elaborate scale by 
Ribbert, Lubarsch, Lengemann, and others. 
Not a single definite success has followed 
these efforts. 





Incomplete Late Results from Supra- 
pubic Prostatectomy. 


Potkey (Urologic and Cutaneous Re- 
view, February, 1926) makes a statistical 
study of the late results after suprapubic 
prostatectomy, pointing out the extraordi- 
nary betterment in general health if the 
operation fully succeeds in removing 
obstruction, but holding that a minority of 
prostatectomized patients will exhibit a 
persistence or a return of their symptoms. 
Frequency, difficult urination, pyuria, reten- 
tion, incontinence, or pain may be present 
in varying degrees. The suprapubic fistula 
may be slow in closing or may persist. 
Eventration of the scar may take place. The 
sex function may be decreased or lost. 
Faulty mentality may develop. 

Hunt analyzed 1360 suprapubic opera- 
tions at the Mayo Clinic and concluded: 
“As regards the functional results of pros- 
tatectomy, 54.12 per cent are entirely 
relieved of all symptoms and are well ; 25.28 
per cent are markedly improved; 13.27 per 
cent are slightly improved; 4.49 per cent 
report no change; and -2.82 per cent state 
that their condition is worse. In other 
words, 92.67 per cent are better for having 
had the operation.” His records show 
45.88 per cent of incomplete results. 

Incontinence is comparatively rare fol- 
lowing suprapubic prostatectomy, occurring 
in about 4 of 15 cases. It is more often 
seen after the perineal operation. Many 
surgeons have never encountered incon- 
tinence. 

Incontinence when it occurs is due doabt- 
less to trauma of the sphincters, especially 
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the external one, and of nerve filaments, in 
cases of difficult enucleation. 

A weakness of the sphincter, not true in- 
continence, may exist for a time, especially 
with the patient while in an upright posture ; 
due most often to cystitis. All except the 
few pronounced cases will disappear in 
time, and are amenable to treatment. 

Incomplete results which persist after six 
months or more are due to a variety of 
causes, mainly to associated pathology or to 
postoperative complications. 

Among the associated pathological con- 
ditions present at the time of operation must 
be considered diverticulum of the bladder, 
infections (pyelonephritis, cystitis, tubercu- 
losis, syphilis), malignancy, calculus, fibrosis 
of the bladder neck, and lesions of the cord 
sympathetic system and nerves of the 
bladder. 

Escat of 252 suprapubic prostatectomies 
noted 5 with retention; two of these were 
due to large vesical diverticula. He insists 
particularly on diverticula causing retention, 
maintaining infection, and favoring stone 
formation; but believes that small cellules 
will permit vesical contracture and complete 
evacuation. 

The presence of a diverticulum, either 
large or small, is no indication in itself for 
its removal. It is only when the divertic- 
ulum, because of certain .complications, is 
the cause of symptoms, more or less serious, 
that its removal should be contemplated. 

The prostatic cavity after enucleation 
always suppurates until healing is complete. 
At times the normal closure of this cavity 
will be retarded or prevented by irregular 
fibrosis, phosphatic incrustations, or by 
stone formation, and pyuria will persist. 

Infection may spread upward from the 
bladder and involve the upper urinary tract. 
Most prostatics with long-standing reten- 
tion and infection develop pyelonephritis, 
usually by direct upward extension, since 
hematogenous metastatic kidney involve- 
ment is rare in these old men. Where 
considerable kidney damage has already 
éccurred and the infection is persistent and 
Progressive, prostatectomy will not cure the 
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condition, although it may improve it, and 
pyuria will persist. 

Legueu reported a case, which at autopsy 
showed a suppurative vesiculitis. He places 
the frequency of postoperative cases at 12 
to 15 per cent. Wright found epididymitis 
in five per cent of his cases, and said that 
some authors reported a frequency as high 
as 50 per cent. Describing postperitoneal 
septic lymphangitis he says: “Rectal 
examination shows slight bogginess and 
tenderness about the prostate and as high 
above as we can reach.” Aschner with 365 
prostatics seen at Mt. Sinai Hospital (1914- 
1923), of whom 277 were operated, reported 
epididymo-orchitis in 10 per cent after the 
one-stage operation, and 15 per cent after 
the two-stage method. Hinman gives 20 
per cent postoperative epididymitis. 

An acute onset of vesiculitis or epididy- 
mitis will often result in high temperature 
and chills, and a mistaken diagnosis may 
easily be made of pyelitis or wound sup- 
puration. Pain is frequently present in the 
lower abdomen, or along the spermatic 
cord, in the testes, perineum, or rectum. 
Backache is common. Pyuria, frequency, 
and urgency may occur. Rectal examina- 
tion discloses the enlarged and tender 
vesicles, and the expressed smear contains 
pus. One must not forget the many 
patients who exhibit no subjective symp- 
toms whatever which might point to a 
correct diagnosis. Salvini reported two 
cases of orchitis in Marion’s 180 cases 
despite ligature and section of the vas 
deferens. Marion explained this occurrence 
by a preéxistent epididymitis or a failure of ’ 
proper section of the vas. 

Recurrence of the prostatic enlargement 
may occur, and several cases have been 
reported by various men. Bryan reported 
three cases of recurrence which he attrib- 
uted mainly to incomplete removal of the 
gland. Rochet saw malignant degeneration 
develop in two cases after perineal pros- 
tatectomy. 

Swan found 174 (25.7 per cent) of 678 
prostates obtained at operation showed 
definite malignancy ; 58 were border-line or 
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precancerous (8.6 per cent). Sir J. 
Thomson-Walker found 16 per cent carci- 
nomatous. 

True stricture of the prostatic urethra, 
either traumatic or inflammatory, is a rare 
occurrence. Nevertheless a partial oblitera- 
tion of this canal may develop and produce 
obstructive symptoms. This may be due to 
a defective separation of the adenoma. 

Eventration is not a rare result of pros- 
tatectomy. Escat has seen many cases. 
Several factors seem to influence its forma- 
tion. General debility and a dystrophic 
atonic state of the tissues, together with 
wound infection, and long-drawn-out drain- 
age, seem to be the conditions most 
favorable to its production. 

Persistent fistula is more frequent after 
the perineal operation, and exceptional in 
all cases. 

The genital function is influenced in a 
rather complex manner by the prostate. It 
is thought that the prostate has an external 
and an internal secretion, and possibly an 
excretory action. It influences spermato- 
genesis, sperm motility, erection, and ejacu- 
lation. Since a typical enucleation leaves the 
remnants of the prostate still intact, it 
would be reasonable to suppose that the 
physiology of the genital function as far as 
it is dependent on the prostate would remain 
intact. Except in those cases of injury to 
the ejaculatory ducts, this would seem to be 
the case. The compressed prostate seems 
to be able to preserve function in the 
majority of cases. Where atrophy has been 
complete, and no prostatic tissue remains 
to function, there may result sterility, and 
loss of desire, erection, and ejaculation. 
The typical suprapubic enucleation does not 
usually injure the ejaculatory ducts, so that 
emission should be normal after operation. 

Pousson collected 1096 cases, with con- 
servation of function in 30 per cent and of 
erections in 55 per cent. Hunt found no 
genital impairment in 71 per cent, and that 
an average of 80 per cent retained their 
power. 

It is known that diseases of the prostate, 
notably chronic prostatitis and hypertrophy 
of the gland, have more or less influence 
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upon the mental condition. Usually in 
hypertrophy a deranged mental state is not 
marked. Yet, at times, one observes psychic 
disturbances of melancholia, hypochondria, 
psychic asthenia, grave neurasthenia, visual 
hallucinations, even a tendency to suicide. 
Various weakened mental states may exist, 
such as loss of memory and concentration, 
inefficient intellectualization, and vertigo 
and insomnia. The prostatic is usually ir- 
ritable. 

Prostatectomy normally will remove this 
impairment in‘ mentality, the psychic dis- 
turbances will disappear ; and there will be 
a return of much of the freshness and vigor 
of mind which the patient formerly knew. 


Mistaken Diagnosis of Acute 
Appendicitis. 


GALLAGHER (Minnesota Medicine, Feb- 
ruary, 1926) observes that while the diag- 
nosis of acute appendicitis appears fairly 
simple, yet with the advent of hospitals in 
the smaller places and the arrival of the 
modern doctor who can always remove an 
appendix, the number of unnecessary appen- 
dectomies is probably increasing. We are 
taught to get the appendix out before it 
ruptures, and in our feverish anxiety to do 
so, no doubt we often get it out before it 
has become inflamed, and thereby overlook 
the real cause of the patient’s trouble, which 
may not be surgical at all. 

The first patient reported is that of a 
young woman who developed a right-sided 
belly pain accompanied with an aching back, 
vomiting, and a temperature of 103°. The 
patient was rushed to the hospital and a 
normal appendix taken out. Four days later 
the eruption of smallpox appeared. » 

A staff surgeon operated on the second 
case, a boy twelve years old, who for some 
hours had pain in the lower right abdomen, 
attended by vomiting and headache. A 
normal appendix was taken out. Twelve 
hours later the boy died of cerebrospinal 
meningitis. 

The third case, a married woman, thirty 
years old, with a temperature of 104° and 
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pain in the right lower belly, was operated 
on at her home; a snow-storm blocking 
trains which might have taken her to a 
hospital. A normal appendix was removed. 
Later on examination of the urine demon- 
strated the presence of a pyelitis. 

A child eighteen months old, prepared for 
operation, was seen in consultation. There 
was a temperature of 102° and a jerky little 
cough. A diagnosis of basal pneumonia 
was made. Since there was_ necessarily 
some doubt the parents insisted upon an 
operation. A normal appendix was taken 
out under local anesthesia. The pneumonia 
ran a normal course and ended in recovery. 

A middle-aged man complained of pain 
for some hours before calling a doctor. He 
had no urinary complications or pain radia- 
tions of the genitalia; there was pain and 
rigidity over the right abdomen. Tempera- 
ture was normal. A small appendix was 
taken out which did not seem in such con- 
dition as to offer an adequate explanation 
for symptoms. A few days later he uri- 
nated a stone. 

A young married woman was told that 
she had acute appendicitis and must go to 
the hospital at once. She had had pain in 
the lower belly and nausea and vomiting 
for several days. Examination elicited the 
fact that the period had been missed for 
three weeks and nausea and vomiting had 
come on soon after. The suggestion of 
pregnancy was confirmed in the usual way 
some months later. 

A young woman with a temperature of 
less than 100° exhibited tenderness and 
rigidity over the right lower abdomen. <A 
normal appendix was taken out and a rup- 
tured bleeding cyst of the ovary found. 

A farmer suffered severe colicky pains 
for several hours and vomited. He was 
tender and rigid over the right abdomen; 
the temperature was 99°. An apparently 
normal appendix was removed, the bowel 
looking bluish. This patient had been 
drinking moonshine whisky. 

Another case is reported in which moon- 
shine was followed by abdominal pain, with 
a thready, rapid pulse and tender belly. The 
author holds that a patient should be studied 
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carefully before being diagnosed as a case 
of acute appendicitis; that moonshine 
whisky be considered in the diagnosis if the 
patient is a man and if the pain is severe 
and colicky, and that we should avoid being 
rushed into hasty diagnosis by the family’s 
insistence that a name be placed upon the 
disease. 


Operative Treatment of Sterility in the 
Male. 


HaGNneR in the Journal of Urology 
(quoted in the Urologic and Cutaneous Re- 
view, February, 1926) writes that the only 
treatment offering a chance of cure in 
sterility due to the occlusion of the epididy- 
mis is operation. Anastomosis of the vas 
to the head of the epididymis was first done 
by Martin. Hagner believes it is better to 
open the tunica vaginalis and pick out the 
portion of the epididymis which is richest 
in tubules and contains live spermatozoa. 
On opening the vas he probes it with the 
smallest tear-duct probe for a distance of 
16 to 20 cm. If it is obstructed beyond this 
distance there is no hope of a cure. 

Hagner makes an elliptical incision in the 
epididymis, and if spermatozoa are present 
and the vas is patulous he does a lateral 
anastomosis, using silver wire. The first 
suture is taken at the distal end of the vas 
incision with a deep bite as an anchoring 
suture. Then the two lateral sutures in- 
cluding some of the cut tubules are 
introduced. A fourth suture is placed at 
the upper end of the incision. The inoper- 
able cases show a distinct beading of the vas. 

A failure is not a contraindication to a 
reoperation, but a year should be allowed 
to elapse before failure is conceded. 

The author reports twenty-one cases in 
which twenty-eight operations were done. 
He always performs a bilateral operation. 
In from 16 to 18 per cent of childless mar- 
riages it is the male who is sterile. Of the 
twenty-one patients whose cases are re- 
viewed, seven were reoperated upon. Three 
of the seven were cured. Of the eight who 
were cured in the entire series, five begat 
several children. 
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Signs of Acute Proved Cases of Intra- 
cranial Hemorrhage in the 
New-born. 


MactatreE (Medical Journal and Record, 
Feb. 17, 1926) conducted a city-wide study 
on this subject, including a review of the 
records of the Obstetrical Division of the 
City Hospital, Welfare Island, New York. 
As a part of the investigation 500 consecu- 
tive new-born babies were routinely punc- 
tured in the first forty-eight hours of life. 
It is noted that in 395 normal deliveries, i.e., 
left. occipitoanterior and right occipitopos- 
terior, only twenty-two cases or 5.56 per 
cent disclosed bloody cerebrospinal fluid of 
some degree. Only three out of forty-three 
cases of properly applied low forceps 
showed evidence of blood in the cerebro- 
spinal fluid on lumbar puncture. 

The most frequently observed sign of 
cerebral irritation in this series was twitch- 
ings of the hand. Cyanosis, poor nursing, 
convulsions, unusual drowsiness were each 
present three times. Rigidity of the 
extremities, jaundice and respiratory diffi- 
culties were recorded as each being present 
twice. The intracranial pressure as 
determined by the spinal mercurial mano- 
meter was increased in twenty-six. The 
bulging or tense anterior fontanel was not 
found to be a reliable indicator of intra- 
cranial pressure. 

Capon, in a clinical study of cases which 
eventually came to autopsy, recorded such 
signs as oral pallor, nystagmus, ocular 
palsies, pupilary inequalities, myosis, ptosis, 
yawning, sighing, automatic muscular move- 
ments, 7.¢., alternate closing and opening of 
the eyelids, exaggerated reflexes, erection of 
the penis, and wrinkling of the scrotal skin. 
His cases, however, were all fatal. 

Whenever a new-born baby shows any 
one or a combination of any of the mem- 
tioned signs, and particularly so if they 
should follow a type of labor where the 
percentage of intracranial hemorrhage in 
the new-born as a complication is relatively 
high, it is advisable to perform a lumbar 
puncture for diagnostic purposes. 

There is practically no danger entailed in 
the performance of this test if a few rules 
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are adhered to. The first and most impor- 
tant one is never to do a lumbar puncture 
if the patient is in shock. 

If a cerebral hemorrhage has been dis- 
covered then spinal drainage can be 
immediately instituted and repeated accord- 
ing to the severity of the extravasation. 

The treatment consists of repeated lumbar 
punctures, every six to twenty-four hours, 
until clear cerebrospinal fluid is obtained, 
depending upon the degree of severity of 
the hemorrhage—i.e., the greater the per- 
centage composition of blood in the 
cerebrospinal fluid the oftener the lumbar 
puncture must be repeated. If within three 
or four days of such treatment the character 
of the cerebrospinal fluid remains unaltered, 
or it appears that little or no benefit is being 
derived from lumbar drainage, then cranial 
drainage must be instituted. 

Improperly or insufficiently treated cases 
may result in the varying forms of spastic 
paralysis, with or without mental impair- 
ment, ranging from simple retardation to 
idiocy, which may or may not be associated 
with epilepsy. 





Diathermy in Acute Gonorrheal 
Epididymitis. 

GREENBERGER (Urologic and Cutaneous 
Review, February, 1926) reports thirteen 
cases of gonorrheal epididymitis treated by 
diathermy. Electrodes molded from mal- 
leable sheet metal are used. The smaller 
one is placed around the affected testicle to 
conform to its size and shape; the larger 
One is placed over the abdomen in the re- 
gion of the internal abdominal ring. Green 
soap lather is applied to skin and electrodes. 
Adhesive straps may be utilized to obtain 
closer contact. The D’Arsonval current 
should be slowly advanced to the extent of 
slight discomfort and then immediately re- 
duced, so that no unpleasant sensation ac- 
companies the treatment. This point of 
tolerance will vary with the individual. It 
is preferable to utilize a smaller amount of 
current over a longer period than to give 
high amounts over a short space of time. 
In private practice the author prefers to 
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have a treatment last for about one hour, 
but in the reported series the average length 
of time devoted to a treatment was twenty- 
five minutes. At the completion of the 
treatment it is advisable gradually to reduce 
the current over a period of three minutes. 

Greenberger details thirteen cases. In 
most of them the relief from pain was im- 
mediate; in all of them the convalescence 
was rapid. 


Reduction of a Recent Pott’s Fracture. 


GREENSLADE (Lancet, Feb. 6, 1926) re- 
gards spinal analgesia as the ideal method of 
rendering manipulations of reduction pain- 
less; at the same time it produces absolute 
relaxation of the muscles. The only con- 
traindications to the use of spinal analgesia 
in the treatment of lower limb fractures 
are: extreme youth, certain nervous dis- 
orders, and the desire of the patient to be 
“put to sleep.” 

In the case of an adult, 30 minims of 
nepenthe by mouth twenty minutes before 
the operation helps to allay any anxiety that 
may be felt by a nervous subject. The so- 
lution used is 5-per-cent stovaine with glu- 
cose; 1 cc. of this contains 5 cg. of sto- 
vaine, an ordinary dose; however, % cc. 
gives adequate relaxation for manipulations 
around the ankle. Owing to the small 
amount used, the injection should be made 
just to that side of the midline correspond- 
ing to the side of the fracture. When the 
needle has been withdrawn, the patient is 
either left lying on the injured side for 
three minutes, or, if he has been sitting up, 
he is laid on his back with a sandbag under 
. the buttock of the sound limb. This serves 
to localize the effect of the stovaine. 

About ten minutes after the injection the 
limb is thoroughly cleaned; the parts to be 
grasped by the surgeon are well powdered. 
The surgeon stands to the inner side of the 
affected limb. Where the injury is on the 
left side, he grasps with his left hand the 
inner surface of the leg immediately above 
the fracture. He takes the heel in the 
palm of his right hand, the fingers of this 
hand extending around the outer border of 
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the foot on to the dorsum. The reduction 

is effected by pushing the leg downward 

and outward with the left hand, and pulling 

the foot upward and inward with the right. 

Occasionally traction is required, but usu- 

ally the reduction is carried out by the one 

movement described. Should there be dif- 

ficulty in overcoming the backward dis- 

placement, the patient is brought down the 

bed so that the foot projects beyond its end., 
A loop of toweling is then placed over the 
lower part of the leg. The heel is sup- 
ported by both hands. The surgeon places 
his foot in the loop. By pressing down- 
ward with his foot and at the same time 
lifting upward with his hands, the back- 
ward displacement is corrected. The fewer 
the movements made to get the alignment, 
the less will be the damage to the soft parts, 
and the sooner the return to normal. Fail- 
ure to reduce the backward displacement 
is a common cause of permanent partial 
crippling after Pott’s fracture. 





Indications for Cesarean Section. 


Gorvon (Long Island Medical Journal, 
February, 1926) notes that general prac- 
titioner and obstetrician divide the respon- 
sibility for the mortality in Cesarean sec- 
tion. Here and there operators have done 
a fairly large series of cases without mor- 
tality, but, as in any other laparotomy, a 
minimal mortality is inevitable. Even in 
good active clinics this runs from 2 to 4 
per cent, and the average for all sections is 
about 10 per cent. The risk then is a grave 
one and is much higher than the average 
risk of laparotomy. 

Although apparently the best operation 
for the baby, it by no means follows that 
the baby will survive. Anesthesia, tox- 
emia, long labor, premature separation of 
the placenta, or tardy incision through it, 
may all contribute to an unexpected mor- 
tality. 

The scar in the uterus carries with it a 
risk peculiarly its own. In about four per 


cent of the cases it has ruptured in subse- 
quent labor or pregnancy, sometimes with 
a normal labor in between. The factors in 
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rupture are: poor suturing, infection, and 
attachment of the next placenta to the scar. 
Fear of rupture has given rise to the dic- 
tum, “Once a Cesarean, always a Czsar- 
ean.” This may or may not be strictly true. 

Only a full appreciation of its dangers 
will help to shape the indications for the 
operation. 

The absolute indications are: marked dis- 
proportion, occasionally carcinoma of the 
cervix, and complete obstruction of the pel- 
vis by atumor. The author has been slow 
to extend the indications. A history of 
previous craniotomy, or dystocia after in- 
duction of labor, or two disastrous forceps 
deliveries, would help us to decide in favor 
of section. 

Undilated cervix of itself is not an indi- 
cation, yet section may be necessary for 
non-engagement due to extensive cervical 
plastics or fixations of the uterus. 

In placenta previa the fetal mortality will 
always be high, on account of prematurity. 
Only one-third of these patients are near 
term. Maternal mortality of less than 
three per cent has been reported by methods 
other than section, although general figures 
show a formidable mortality. Here par- 
ticularly the skill of the operator is the 
greatest single factor in reducing mortality. 
Unless the maternal risk of section can be 
reduced to that of other methods of deliv- 
ery, section is not justified except in a 
small class of, cases. 

Eclampsia is a small field, and yet here, 
with placenta previa, we find the greatest 
number of elective sections. Its etiology 
is stifl undetermined; but, because it is a 
toxemia of pregnancy, we are tempted to 
terminate labor immediately. There is no 
doubt that delivery is a distinct advantage, 
but only rarely can it be effected without 
grave and undue risk to the mother. At 
present we class Cesarean section with all 
other forms of accouchement forcé, and 
say in passing that manual dilatation, diffi- 
cult forceps, incisions in the cervix and 
vaginal section have no place in the modern 
treatment of eclampsia. By conservative 


methods the mortality has been cut in half, 
These 


while Czsarean section doubles it. 
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patients stand shock badly and show a high 
percentage of sepsis.. Kellogg, in a study 
of 400 toxemias, showed that by similat 
methods of delivery the toxic woman is five 
times as likely to be septic as another 
woman with a normal or low forceps de- 
livery. As in placenta previa, the fetal 
mortality must necessarily be high under 
any method of treatment. The indications, 
then, for Czsarean section in eclampsia are 
only those which are present when that dis- 
ease does not exist. 

Indications may arise in prolapse of the 
cord with undilatable cervix and occasion- 
ally in rupture of the uterus, habitual abla- 
tion of the placenta, or contraction ring 
dystocia. 

Labor in poorly compensated cardiac dis- 
ease in primipare or in multipare, where 
we expect long labor, is best managed by 
section. Pregnancy in other grave general 
diseases may require section, but extreme 
conservatism must be used. 

Abnormal presentations and positions are 
not indications for section unless dispropor- 
tion is present. 

Complicating tumors offering more. or 
less obstruction are to be considered as dis- 
proportion. Pelvic delivery may be easy 
and is indicated when the fetus will pass 
the tumor without trauma. 


Appendicostomy for the Relief of Thirst 
and Inanition after Abdominal 
Operations. 


Crawrorp (British Medical Journal, Feb. 
6, 1926) described a method by which ap- 
pendicostomy may be performed in a few 
seconds by means of a stab incision. A 
patient who had suffered for months from 
malnutrition due to ulceration or gall-stones 
may come to operation in a cachectic and 
emaciated condition, the operation perhaps 
made urgently necessary by perforation or 
pain. Such a patient, lacking reserves, is 
unable to stand the semistarvation which 
follows, and may die within three or four 
days from thirst or starvation. The stomach 
will not retain enough fluid. The rectum 

e 











igh 
ady 
ila? 
five 
her 
de- 
tal 
der 
ns 
are 
lis- 








returns it. Blood transfusion and intra- 
yenous infusions of various kinds are useful 
for the moment, but their effect is transi- 
tory. 

Jejunostomy jeopardizes a most vulner- 
able and important part of the gut, and 
appendicostomy has hitherto entailed a 
gridiron or other secondary incision. 

At the end of the main operation the 
appendix is palpated and freed. from any 
lateral attachments so that it is supported 
by its mesentery alone. A small scalpel is 
placed on the middle finger and palm of 
the left hand and inserted into the abdomen. 
The tip of the middle finger is applied to 
the inside of the right abdominal wall about 
two inches internal to the right anterior 
superior iliac spine at the level of the appen- 
dix base. The knife is then pushed through 
the wall forward and slightly outward by 
flexing the wrist and hand. 

The knife is gripped by a small artery 
forceps and then pulled back into the abdo- 
men, carrying with it the jaws of the for- 
ceps. The knife is removed from the jaws 
of the forceps and the tip of the appendix 
is substituted for it. The forceps is then 
pulled out, followed by the appendix. It is 
important not to twist the appendix, and 
palpation of the mesoappendix will deter- 
mine whether or no this has happened. 

The mesentery is ligatured a quarter of 
an inch outside the skin and two sutures of 
sikworm-gut are passed through the skin 
and appendix wall to arichor the latter. 

Finally, after closing the main abdominal 
wound, the appendix is cut off half an inch 
from the skin. A small catheter is intro- 
duced for several inches and tied in. The 
dressing is arranged so that the catheter 
comes through and is controlled by a clip. 

Before leaving the table one pint of saline 
and glucose is run in through a funnel, and 
this is repeated hour after hour as long as 
may be necessary. Usually when conscious 
the patient resents the introduction of a 
whole pint at a time, and the best direction 
to the nurse is that she pour in the fluid at 
regular intervals until the patient complains. 

When the appendix stump is no longer 





required it is treated according to the 
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amount of sloughing present. In two cases 
a touch of silver nitrate was required to 
close it. In the rest boric foments or wet 
dressings were used for a few days. In no 
case was there any real trouble, the track 
being eventually shut off early by adhesions 
and granulation tissue. 

The chief points about this method are 
as follows: There is none of the intolerable 
thirst so common after severe abdominal 
operations. The pulse slows quickly and 
the blood-pressure rises. There is very little 
restlessness. The skin is moist, the mouth 
and tongue are clear and moist. The kid- 
neys act well. Peristalsis is markedly stim- 
ulated. Incidentally the appendix is elim- 
inated; with regard to the frequent pres- 
ence of chronic disease in the appendix this 
is important. The patient is fed without 
disturbance, whether awake or sleeping. 
There is no futile coaxing of rectum to 
fulfil the functions of the colon, and the 
stomach is allowed to rest. 

Crawford has used this method in nine 
cases, of which number only one has died. 


Principles of Treatment of Wasser- 
mann-fast Syphilis. 


Writing on this subject Cowen (Uro- 
logic and Cutaneous Review, April, 1926) 
warns against lessening the patient’s vitality 
by too intensive specific treatment. He 
outlines a method of procedure which 
seems sufficiently active and varied. He 
believes in treatment calculated to raise the 
general immunity of body; as has been at- 
tempted by Greenbaum and Wright with 
non-specific protein in the form of sterile 
milk, and by Herrold with gonococcus vac- 
cine. Both show unquestioned results in 
this comparatively unexplored field. Her- 
rold has succeeded in obtaining a negative 
Wassermann reaction in resistant cases. 
Whether this Wassermann is permanently 
negative has not yet been determined. The 
Wassermann fluctuates without treatment. 

The treatment of syphilis, whether it is 
active treatment or merely that of observa- 
tion, must be protracted over the entire life 
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span of the patient. It is not like the treat- 
ment of an active infection such as typhoid, 
in which progress is measured in weeks, 
but like that of tuberculosis, in which it is 
measured in years. It is rather unlikely 
that a patient who has a positive Wasser- 
mann after all possible precautions, that is, 
after removal of foci of infection, of in- 
tensive treatment given early and prolonged 
over a period of a year, will ever be cured 
of the disease. But this patient can be 
kept in excellent physical condition by in- 
termittent moderate treatment checked by 
observation which should include blood and 
spinal Wassermanns at specified intervals. 





Final Results of Ovarian Grafting. 


RHEAUME (Surgery, Gynecology and 
Obstetrics, March, 1926) writes that his 
experience with ovarian grafting has from 
the clinical standpoint been unsatisfactory, 
according not at all with that reported by 
Blair Bell. 

His method of implantation is as fol- 
lows: The ovarian tissue is carefully sep- 
arated from the structures surrounding it. 
It is temporarily wrapped in a compress 
saturated with hot serum (40° C.) during 
the primary operation and until it is time to 
implant it. After the ovary is scarified it is 
carefully placed in a pouch produced by 
separating the peritoneum from the poste- 
rior face of the rectus. The peritoneum 
and the abdominal wall are closed, with the 
Ovarian tissue implanted in the extra- 
abdominal pouch. 

He notes that these grafts have never 
caused trouble and believes they ultimately 
undergo ' sclerotic degeneration. In three 
patients there was an absence of artificial 
menopause disturbance, and he notes that 
such condition is quite prevalent in patients 
in whom ovariectomy has been done with- 
out grafting. In 1920 he operated on a 
patient for bilateral lesions of the ovary and 
adnexa; ovarian tissue was transplanted 
into the abdominal wall in accordance with 
the customary technique. This patient was 


peculiarly and distressingly afflicted with 
the complications of the resultant meno- 
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pause. Five years later in the course of a 
second abdominal section the grafted ovary 
was found in its.bed between the perito- 
neum and the posterior aspect of the rectus, 
half-way between the umbilicus and the 
pubis. By an incision extending beyond 
the limits of the entire organ, the ovary 
and all the surrounding tissues were taken 
out, including the smooth surface of the 
parietal peritoneum at the back and as far 
as the muscular fibers of the rectus in front. 
During this rapid intervention he was able 
to note that the organ had decreased by 
about half its volume within the five years. 
After incision the grafted tissue appeared 
enveloped in fibrous tissue. The anatomi- 
cal integrity of the transplanted organs was 
conclusively established. Sections showed 
ovarian tissue; that there was a thick layer 
of large clear cells such as are found nor- 
mally in true stratum granulosum; that 
these cells rested on a fibrous theca; that 
the stroma appeared normal; that vascular- 
ization was good; ‘and that there were no 
signs of inflammation or degeneration. 

It is thus evident, macroscopically and 
microscopically, that the grafted ovary in 
the abdominal wall had secured good nutri- 
tion, a relative autonomy, and an anatomi- 
cal integrity. 

Ovarian grafting performed under pres- 
ent known conditions does not insure physi- 
ological integrity of the organ; on the other 
hand it lives as a parasite unconcerned as 
to its own internal secretion. 





Electrical Burns. 


BLUE (International Journal of Medicine 
and Surgery, March, 1926) notes that the 
volt is ‘the unit of electromotive force; the 
ohm the unit of resistance; the amperage 
the amount of current delivered, and hence 
the amperage is the volt divided by the ohm. 
The amperage determines the degree of in- 
jury inflicted, and this also can be varied by 
many factors. Resistance to the volt re- 
duces the amperage and produces heat, 
hence increasing the possibility of occur- 
rence of a burn. The resistance of the 
body is almost entirely in the cuticle, and 
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because of the dryness and thickness of 
this the body resistance is quite high, run- 
ning normally from 3000 to 5000 ohms. 
General debility, exophthalmic goitre and 
other systemic diseases may reduce the body 
resistance to as low as 1000 ohms. 

An alternating intermittent current is 
more dangerous than a direct one, while 
lower cycles are more dangerous than higher 
ones. A dry body with a good conductor 
connected to the feet has a very high mo- 
mentary resistance, but continued contact 
will break it down to a low normal; hence 
the time of contact also helps to determine 
the amount of damage done. A person 
may come in contact with a high voltage 
wire and still not get the full charge. The 
part of the body receiving the shock also 
makes a great difference—for instance, a 
contact on the palmar aspect of the hand is 
more dangerous than one on the dorsal sur- 
face, because it causes a flexion of the fin- 
gers and grasping of the wire, while on the 
dorsum it would cause sudden extension of 
fingers and in all probability the wires 
would be knocked away. 

S. R. Miller illustrates the lethal dose of 
the potential current by the legal method 
of electrocution. One electrode is placed 
upon the unshaven head, the other upon the 
calf of the leg, both electrodes being satur- 
ated with normal saline and molded to fit 
the parts to which they are applied. The 
whole body is tightly strapped to a chair to 
prevent violent muscular contractions. The 
current is then applied at the end of ex- 
Piration: first an alternating current of 
1800 volts for five to seven seconds, re- 
duced to 250 volts for 30 seconds, raised to 
higher voltage for three to five seconds, re- 
duced to low voltage for 60 seconds, and 
finally again raised to high voltage. The 
mind is blotted out at once; death is pain- 
less; the pupils are suddenly and perma- 
nently dilated; there is lividity, as in as- 
phyxia, but still there are no serious burns, 
although the body has received % to 10 am- 
peres of electricity. 

The voltage of some of the more common 
commercial wires runs usually about 4 to 
30 volts for local telephone and telegraph 
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wires ; 200 to 500 for long distance; 110 to 
220 for ordinary lighting purposes; 500 to 
800 for elevators, street-cars, and heavy 
machinery; 10,000 to 70,000 for transmis- 
sion wires from hydroelectric plants. 

The treatment of electrical burns con- 
sists of emergency measures, that is, an im- 
mediate breaking of contact. The rescuer 
must protect himself by insulating his hands 
with rubber gloves or a thick dry cloth or 
many thicknesses of newspaper. A piece 
of dry wood or stick may be used to knock 
the live wire away. When contact is 
broken, place the patient on his back, loosen 
all clothing about the chest, listen to the 
heart, and if it is beating, immediately insti- 
tute artificial respiration supplemented by 
friction over the cardiac area and stimula- 
tion. Do not discard artificial respiration 
so long as there is any heart action. With 
a return of consciousness, push fluids and 
stimulants, such as adrenalin, camphor and 
oil, caffeine and sodium benzoate, strych- 
nine and ammonia. 

The local treatment of the burn consists 
in preventing sepsis, relieving pain, promot- 
ing the removal of the eschar and the repair 
of epidermis, guarding against sudden se- 
vere secondary hemorrhage, and the pre- 
vention of contractures and deformities. 





Cysts of the Breast. 


Bunts (Ohio State Medical Journal, 
March 1, 1926) contributes a statistical 
study of cysts of the breast. The questions 
which seem particularly significant are the 
following : 

Are certain types of cysts definitely and 
permanently benign and others definitely 
precancerous or proemial in character? 

If only certain types are proemial in 
character, are there any definite clinical 
signs by which the probable character can 
be determined before operation ? 

If all cysts are proemial in character, 
should all cysts be removed and how exten- 
sively should be the operation for their re- 
moval ? 

The final determination of these and 
other problems presented by cystic dis- 
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eases of the breast must depend for solu- 
tion not upon histological examinations, re- 
garding which it would appear that a suffi- 
cient number of painstaking and exhaustive 
studies have already appeared in the litera- 
ture, but rather upon the accumulated ex- 
periences of many observers as to whether 
or not the cysts were unilateral or bilateral, 
single or multiple, or whether present in 
that multiple form commonly called “gen- 
eral cystic mastitis” or Schimmelbusch’s 
disease; as to the age of incidence; the 
marital history; the presence of such pre- 
cystic conditions as acute mastitis, trauma, 
or lactation, which might have some causa- 
tive effect; the number of cases in which 
there is a history of recurrence; whether or 
not the cystic condition was accompanied or 
followed by malignancy, as to the nature of 
the operation performed, and what in the 
reporter’s opinion determines the operative 
procedure in the individual case. 

It should be noted that in the classifica- 
tion of types of cases no reference has been 
made to the type of cyst, that is, as to 
whether .or not such reports should state 
the number of cysts of the “blue domed,” 
or single type, of cyst adenomata, of papil- 
lomatous cysts, and so forth. Although in 
his statistical study Bunts presents the clas- 
sification as it appears in his records, he 
does not attach great importance thereto, 
being inclined to agree with Cheatle that as 
far as the malignant potentialities of cysts 
are concerned, these distinctions are of lit- 
tle if any significance. 

The belief is expressed that intestinal 
stasis has some direct relation to chronic 
mastitis. As to the potential malignancy of 
cysts of the breast, one of the most exhaus- 
tive recent statistical studies has been that 
of MacCarty and Mensing, who report on 
material collected at the Mayo Clinic which 
included 967 cases of mammary carcinoma 
and 406 of simple chronic mastitis. They 
found that chronic cystic mastitis was pres- 
ent in every one of the 967 cases of carci- 
noma. On the other hand, that chronic cys- 
tic mastitis may exist without the presence 
of carcinoma is sufficiently demonstrated by 
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the fact that among these cases studied by 
MacCarty there were 406 cases of mastitis 
without carcinoma. 

Regarding the possible precancerous 
character of mastitis, these authors make 
the following statement based upon thejr 
findings: “There are three distinct condi- 
tions of cellular activity in the parenchyma 
of the mammary acinus which bring chronic 
mastitis and mammary carcinoma into inti- 
mate association and legitimately prohibit 
the consideration of the one condition with- 
out a consideration of the other.” 

It would appear that the exact cancer po- 
tentiality of cysts remains to be discovered. 
If it be true that cancer and cyst formation 
are due to the same primary cause, it may 
well be considered probable that the cystic 
condition represents a dangerously near ap- 
proach to the final degeneration to malig- 
nancy. 

Bearing on the location of carcinoma and 
cyst and the age incidence, it would appear 
to indicate that whatever processes lead to 
the production of cysts lead also to the pro- 
duction of cancer. The diminished inci- 
dence of cysts after the age of fifty years 
as compared with that of malignant tumors 
would appear to indicate that malignant de- 
generation in the cysts is taking place dur- 
ing this latter period. 

Incorrect diagnosis was made in 83 cases, 
or 22 per cent of the total number of cases. 
In all but 25 of these the mistake was in 
the type of benign tumor. In 13 cases a 
diagnosis of carcinoma was made, the con- 
dition at operation proving to be a cystic 
condition. Im 12 cases in which a diagnosis 
of a benign cystic condition was made op- 
eration revealed a carcinoma. 

There were recorded 21 cases of recur- 
rence; bilateral in two instances. In all 
these cases both the original and recurrent 
condition were cystic. Keynes states that 
according to his experience in the post- 
mortem examination of the breasts of 
women who have died of other conditions, 
in the majority a cystic condition existed. 
He makes the following statements: “If 
one breast be cystic the other commonly 
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contains cysts. If only one big cyst be 
obvious clinically there is in most cases a 
large cystic element elsewhere in the breast 
when examined microscopically.” 

Bunts on the basis of study of recent lit- 
erature pertaining to cysts of the breast, 
and in the light of the experiences of his 
associates and himself, comes to the follow- 
ing conclusions : 

It is probable that all cystic conditions of 
the breast are due to the same primary 
causes; therefore a classification of benign 
cystic conditions is of neither etiological 
nor clinical importance. 

It is possible that the same etiological fac- 
tors that produce cystic conditions of the 
breast also produce carcinoma, but there is 
no final evidence at the present time that 
cysts of the breast per se are proemial in 
character. 

‘It appears to be evident that cystic con- 
ditions of the breast, in common with other 
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types of benign tumors, in certain cases at 
least may be due to intestinal toxemia. 

The indicated treatment of cystic con- 
ditions of the breast may be summarized as 
follows: 

In cases of diffuse chronic cystic mastitis 
in women under the age of thirty a waiting 
policy may be adopted. After the age of 
thirty, the breast should be carefully exam- 
ined at intervals of not more than six 
months to determine whether or not there 
are any signs either of recurrence of the 
cysts or the initiation of a malignant 
growth. 

Single cysts should be removed and sub- 
jected to histological examination. If the 
growth proves to be benign nothing further 
need be attempted, but the patient should 
be examined at frequent intervals to make 
sure that a cyst elsewhere, in the same or 
in the other breast, is not in the process of 
development. 


Reviews 


Epear’s Practice oF Opstetrics. For Students 
and Practitioners of Medicine. By J. Clifton 
Edgar, M.D.; revised by Norris W. Vaux, 
M.D. Sixth edition. P. Blakiston Son & Com- 
pany, Philadelphia, 1926. Price $8. 

There is every reason to believe that prac- 
titioners and students of medicine will wel- 
eome this new edition of a standard text- 
book of Obstetrics. The text was originally 
prepared by an obstetrician of large ex- 
perience and a teacher of great ability, and 
the revision of the text for the sixth edition 
has been made by Dr. Vaux, the Clinical 
Professor of Obstetrics in the Jefferson 
Medical College, whose large experience and 
careful training qualify him to bring the 
text up to date. Incidentally, it is of interest 
to note that the paper upon which the text 
is printed is unusually good and that the 
colored illustrations are far better than 
those found in most medical text-books, 
representing truthfully the condition de- 
scribed in the associated text. 


The book is divided into four parts: the 
first one dealing with the physiology of the 
female genital organs, the next with 
physiological pregnancy, the third with 
pathological pregnancy, the fourth with 
physiological labor, and the fifth with 
pathological labor. About 100 pages are 
devoted to physiological labor and about 
140 to pathological labor, but when we in- 
clude under this heading fetal dystocia from 
general fetal conditions, maternal dystocia 
due to obstructions in the various parts of 
the genital tract, we find that many more 
pages are taken up by concise, clear, and 
wise descriptions of the conditions present. 
The various phases of normal and abnormal 
labor having been considered, Part VI 
deals with the normal puerperium, Part 
VII with the pathological puerperium; 
Parts VIII and IX deal with the physiology 
and pathology of the new-born, and Part X, 
which covers about 140 pages, deals with 
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obstetric surgery, meaning by this not only 
actual operative procedures by instrumen- 
tation, but including the subjects of salt 


solution, anesthesia, posture, digital ex- 
ploration, catheterization, etc. 
We would like the readers of the 


GAZETTE to appreciate that this book is 
immensely suited to their use for practical 
purposes. It is neither unduly exhaustive 


nor so brief as to be inadequate. 


Nursinc- Guiwe. By Louis W. Sauer, Ph.D., 
M.D. Second revised edition. The C. V. 
Mosby Company, St. Louis, 1926. Price $2. 
The author frankly tells us that the ob- 

ject of his text is to provide information 

for mothers and children’s nurses. It is, 
therefore, intentionally, a most elementary 
text, dealing with the general care and de 
velopment of infants, the various forms of 
teeding, nutritional disturbances, and then 
with a discussion of some common ail 
ments in infancy, in which chapter excellent 
suggestions are made as to the therapy of 
these conditions. In chapter seven, devoted 
to the care of the sick infant, the conduct 
of the trained nurse and the various meas- 
ures which the trained nurse is supposed to 
carry out under the direction of the phy- 
sician is given in a fairly full consideration 

We think that 

this text is not only what it professes to be, 

‘ the 

mother or trained nurse, and, indeed, in 


in the space of 20 pages. 
but can be placed in the hands of 


the hands of many physicians, with great 

advantage. 

Tue THyromw GLanp. By Charles H. Mayo, M.D., 
and Henry W. Plummer, M.D. The C. V. 
Mosby Company, St. Louis, 1926. Price $1.75. 
This little book of 82 pages contains the 

jourth Beaumont Foundation 

which were delivered under the auspices of 
the Wayne County Medical Society in De- 
troit, Michigan, 1925. The text is divided 
into two parts. Mr. Mayo deals in the 
forty-odd pages with the 


Lectures, 


space of some 
history of goitre, the anatomy and physi- 
ology of the thyroid gland, thyroxin, the 
hacteriology of goitre and its incidence 


both-as to geography and the individual, 
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the parathyroids, and the total and _nitro- 
genous metabolism in exophthalmic goitre, 
closing his communication, which makes up 
about half of the volume, with a brief 
bibliography in which are mentioned most 
of the important papers dealing with his 
theme. In the second half Dr. Plummer 
discusses the function of the thyroid, the 
classification of various types of abnormal 
thyroid activity, dealing with the question 
of hyperthyroidism, hypothyroidism, and 
the theory of dysfunction of the thyroid. 
Naturally this writer deals with the em- 
ployment of Lugol’s solution in certain 
pathological states of this gland. 
his section with these words: 


He closes 

“How far 
the trial of iodine administration, avoid- 
ance of stress, and other symptomatic medi- 
cation under critical control, should be pro- 
vided early in the history of the disease 
before resorting to surgical measures is an 
open question.” 


THe Private PRACTITIONER AS PIONEER IN PRE- 
VENTIVE Mepicine. By Sir George Newman. 
K.C.B., M.D., D.C.L. The Oxford University 
Press, New York, 1926. 


This small brochure of 47 pages opens 
with a picture of Edward Jenner and fol 
lows with chapters entitled “The Coming 
of John Hunter” and “The Channels of 
His Influence,” and chapters, or sections, 
on the “Main Currents of Preventive Medi- 
cine in the Eighteenth Century.” Under 
this heading the author deals briefly with 
the Exploration and Prevention of [pi- 
demic Disease, with Lead Colic and Scurvy, 
Health in the Factory, Alcohol Drinking, 
with Midwifery, Medical Education, Inocu- 
lation and Smallpox. The final division is 
devoted to “Jenner, the Village Doctor.” 
The last sections deal with “The Contribu- 
the Eighteenth-Century Practi- 
tioner” and a word as to “The Practitioner 
ot the Twentieth Century.” As all these 
subjects ate dealt with in the space of 3% 


tions of 


pages of text,\it is readily understood that 
the matter is such as would be properly 
prepared for the annual oration of the Hun- 
terian Society of this year. Adequate refer- 


ence is made to the influence of the Hunters 




















upon American Medicine in connection with 
the first the United 
States, because Shippen and Morgan were 


medical school in 


students of these illustrious men. 


MepicaL Cirnics or NortH America for March 
and May, 1926. The W. B. Saunders Com- 
pany, Philadelphia, 1926. 

The issue of these Clinics for March con- 
tains about 200 pages and naturally deals 
with a widely diverse mass of topics. The 
of them attached to 

Carr of the Cook 
County Hospital in his clinic reports a case 


contributors are all 
Chicago institutions. 


of digitalis delirium, a condition which is 
certainly very rarely met with. Large doses 
of the drug were used before the delirium 
developed, and the delirium ceased when 
Of course, the 
question arises as to how much the disor- 


the digitalis was stopped. 


dered condition of the brain was due to 
impaired circulation and how much was 
due to the drug, but Carr believes that the 
drug was the chief factor. 

The May issue is also made up of con- 
One 
the 
“Treatment of Diabetes Mellitus Associated 


tributions from Chicago physicians. 
of the most interesting is that on 


with Pulmonary Tuberculosis” by Elliott 
and Nadler. 


particularly to industrial physicians, is one 


Still another one of interest, 


by Hamill on “Disabiity, Damages, or Dis- 
ease.” 

As with previous issues, the type is large 
and easily read, and many clinical points of 
great interest may be picked up here and 
there throughout the text. 


SELECTED PAPERS FROM THE Mayo CLINIC AND 
THE Mayo Founvation. Edited by M. H. Mel- 
lish, H. B. Logie, and C. E. Mann. Volume 
VIII, 1925. The W. B. Saunders Company, 
Philadelphia, 1926. Price $13. 

There are 1078 pages in this, the seven- 
teenth, volume of this series. As might be 
expected, they cover almost every theme in 
A host of 
contributors have contributed MSS. for the 


publication, many of whom are well known 


clinical medicine and surgery. 


to the medical profession because of previ- 
ous reports of their investigations, clinical 
and otherwise, such as Pemberton in Sur- 
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gery; Rosenow in Bacteriology; Rowntree 
in Medicine; as well as Plummer, Stokes, 
\Villius, and others. 

Beginning with a discussion of Diseases 
of the Alimentary Tract, the volume then 
takes up the urogenital organs, ductless 
glands, the blood and circulatory organs, 
the skin and syphilis, and then goes on to 
various themes connected with the head, 
trunk and extremities, the nervous system, 
and various means of inducing anesthesia. 
The closing text is devoted to what is called 
“miscellaneous,” varying from the twilight 
zone of medicine to the treatment of un- 
united fractures, and to the biliary tract of 
certain rodents with and without a_ gall- 
bladder. 

The volume closes with an index of con- 


‘tributors, a bibliography index, and an in- 


dex of subjects. It is well edited and 
contains an immense amount of informa- 
tion to practitioners in almost every depart- 
ment of practice. 


Pepratrics. By various authors. Edited by Isaac 
A. Abt, M.D. Volume VIII, copiously illus- 
trated. The W. B. Saunders Company, Phila- 
delphia, 1926. Price $10. 

In earlier issues of the GazETTE we have 
noted from time to time the appearance of 
the other seven volumes of this really re- 
markable System dealing with Diseases of 
Children. This eighth volume not only 
contains its own index, as have all previous 
volumes, but is accompanied by a separate 
volume containing a general index of all 
the volumes, which we understand is pre- 
sented to those who have subscribed to the 
entire series. It is to be noted that this 
index of all the volumes covers no less than 
249 pages, which will give an idea of the 
thoroughness with which references have 
been gathered together. 

Volume VIII deals with Diseases of the 
Skin, the Ear and the Eye, and then with 
Hospitals for Infants and Children, with 
medico-legal questions which may arise in 
the practice of pediatrics, closing with a 
discussion of the tumors met with in this 
class of patients and with the.parasites that 
invade children. 

It will be noted that when a theme is 


large and broad it has been placed, through- 
out the System, under the care of sub- 
editors; thus in the present volume the 
general supervision of Diseases of the Skin 
has been made by Dr. Ormsby, but no less 
than seven other dermatologists contribute 
to this section. 

Dr. Abt is to be congratulated upon the 
successful completion of a monumental 
work to which he must have devoted an 
immense amount of time and patience, and 
he is to be further congratulated because 
he has been so skilful in choosing his con- 
tributors. 


A Manuva or Normart Puysicat Sicns. By 
Wyndham B. Blanton, B.A.. M.A., M.D. The 
we Ms Mosby Company, St. Louis, 1926. Price 
$2.50. 


In his preface the author states that in 
the text-books on physical diagnosis normal 
signs are so intermingled with pathological 
signs that the average beginner in this sub- 
ject finds himself hopelessly at sea in at- 
tempting to discover a clear description of 
the normal. For this reason he has pub- 
lished this text, designed for students in the 
early part of their medical course, and has 
omitted a discussion of the signs of disease. 
The book is printed not in the form of ordi- 
nary text, but, to use the words of the au- 
thor, “according to a skeletal arrangement ;” 
thus in chapter eleven, under “blood-ves- 
sels,” the text is arranged in what might be 
called concentrated form, and reads “Vas- 
cular System Outside the Heart, the Aorta, 
Veins, Arteries, and Capillaries.” A brief 
description of a few lines covers each one 
of these distributions of the arterial tree. 
In the chapter on the Heart we find main 
headings “Position of the Heart; Shape of 
the Heart; Size of the Heart,” with 
methods of examining the heart expressed 
in brief phrases; thus, the weight is given, 
male 11 ounces, female 934 ounces; length, 
so many inches; breadth, so many inches, 
and thickness so many inches. 

From what we have said it is evident 
that the book may, in certain courses of 
physical diagnosis, be of great assistance to 
the student. 
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Tue INTERNATIONAL MepIcaL ANNUAL FoR 1926, 
William Wood & Company, New York, 1926 
Price $6. 

This is the forty-fourth year that this 
method of presenting to the English-speak- 
ing profession a summary of medical and 
surgical literature has been continued. The 
book is printed in England and marketed in 
this country, as above indicated. In looking 
over the list of contributors, we find a not- 
able array of men who are well known in 
England. Scattered through this list are a 
number of Americans, as, for example, 
Edmund Andrews of Chicago, E. Wyllys 
Andrews of the same city, and Adson of 
Rochester. The method followed is natur- 
ally that ‘which has been pursued in previous 
years. There are fifty-six illustrations, 
some of them in colors, which are excel- 
lently reproduced. By the use of small but 
clear type, a very large amount of informa- 
tion is given in the space of 555 pages in- 
cluding the index. 

The International Medical Annual is well 
worthy of the support which has now been 
given to it year after year by medical men 
in this country and abroad. 


PréEcIs DE PATHOLOGIE MépICALE. Tome I, Mala- 
dies Infectieuses, and Tome II, Maladies In- 
fectieuses and Intoxications. Masson et Cie., 
Paris, 1926. 34 fr. 

Volume I and Volume II of this very 
excellent contribution to French medical 
literature belong to a series of volumes de- 
voted to various subjects nearly related to 
medicine. These particular volumes are 
edited by Ferdinand Bezancgon and André 
Philibert. 

The first volume opens with a considera- 
tion of infectious diseases. The division of 
the subject is best illustrated by stating that 
first of all the diseases due to the staphylo- 
coccus, the gonococcus, the meningococcus, 
the streptococcus and the pneumococcus are 
discussed. Then we find that while the con- 
ditions just described are in general terms 
considered as due to micrococci, a second 
part dealing with those due to bacteria, as, 
for example, hemorrhagic septicemia and 
plague, typhoid and paratyphoid, bacillary 
dysentery and infections with the colon 














bacillus, is followed by Malta fever and 
cholera, and in still another division, under 
the heading of diseases due to bacilli, we 
find malignant pustule, gangrenous infec- 
tions, infections with the gas bacillus, tet- 
anus, botulism, and further on diphtheria, 
tuberculosis, and leprosy. The first volume 
closes with a consideration of infectious 
diseases other than those due to bacteria 
and parasites. In the second volume we 
have a discussion of the diseases due to 
spirochetes, and in this volume too, under 
infections due to filterable viruses and un- 
known’ viruses, are found smallpox, scarlet 
fever, German measles, influenza, whooping- 
cough, true typhus, acute articular rheuma- 
tism, sprue, cancer, and other maladies. 
Last of all the intoxications are considered 
by lead, mercury, phosphorus, arsenic, alco- 
hol, opium, cocaine, tobacco, and various 
hydrocarbons. To those who are fortunate 
enough to read the French language, an 
immense amount of valuable information 
will be found in these pages. There are 
included a number of illustrations and tem- 
perature charts. 


Tue Surcica, Ciinics or NorrH America. Vol- 
ume VI, No. 1 (Philadelphia Number, Febru- 
ary, 1926). Illustrated. Per Clinic Year (Feb- 
ruary, 1926, to December, 1926), paper, $12.00; 
cloth, $16.00 net. W. B. Saunders Company, 
Philadelphia and London. 

The volume opens with a clinic by Bab- 
cock and sets forth a demonstration of 
spinal anesthesia based on an experience of 
upwards of 20,000 inductions. Ninety per 
cent of the more serious operations below 
the diaphragm have been done under this 
form of anesthesia, and it is regarded as 
safer than gas-oxygen or ether when prac- 
ticed by those skilled in its use. It is 
especially applicable in acute abdominal 
infections. It is pointed out that the emer- 
gency of spinal anesthesia must be met 
promptly, and a demonstration is given with 
a patient in the operating room whose sys- 
tolic pressure fell from 114 before intra- 
dural injection of stovaine to 60. With 
trained assistants and all appliances at hand 
an immediate intravenous injection (25 cc. 
of saline solution containing 1 minim of 


REVIEWS 529 








adrenalin) was practiced, the anesthetist 
reporting a rise in systolic pressure of 35 
points. Babcock states that he knows of 
ten deaths under anesthesia due to tardy, 
inefficient and bungling methods of resusci- 
tation. The technique of intradural injec- 
tion is given. This clinic presents cases of 
appendectomy, cholecystectomy, a new op- 
eration for aneurism of the thoracic aorta, 
and other surgical procedures. 

There is an admirable clinic from the, 
service of Dr. John G. Clark, prefaced by 
Keene, concluding with a summary of re- 
sults by Block. Dr. Robert A. Kimbrough, 
Jr., writes helpfully on the care of the 
gynecological patient; Charles A. Behney 
on treatment of endocervicitis by cauteriza- 
tion; Norris on carcinoma of the cervix, 
bleeding from small uncomplicated myoma, 
and carcinoma of the fundus; Llewellyn 
contributes a study of protein therapy. 

There is an excellent clinic by Dr. Jopson 
on appendicitis in children, empyema in a 
child, large incisional hernia, rectosigmoid 
cancer, and cholecystitis with fistula into the 
duodenum. 

From Gill’s clinic come an operation for 
old congenital dislocation of the hip, bone 
transplant for scoliosis, and Stoeffel opera- 
tion for spastic paralysis. 

From Elliott’s clinic a symposium on 
tumors of the breast. 

Birdsall and Harrison discuss hypertro- 
phied prostate and report a number of in- 
teresting urogenital conditions. 

Pfeiffer and Smyth contribute a study on 
the internal abdominal ring in hernia. 

Behrend opens his clinic with a case of 
thoracoplasty. Schumann and Keller dis- 
cuss ectopic pregnancy and Cesarean sec- 
tion in pregnancy complicated by pulmonary 
tuberculosis. Schumann writes on chronic 
salpingitis. Beltran contributes a case of 
gunshot wound of the liver, stomach, pan- 
creas, and intestines, with recovery. 

Clerf from Chevalier Jackson’s clinic 
writes on cicatricial stenosis of the esopha- 
gus and bronchoscopic aids in thoracic 
surgery. ; 

From Eliason’s clinic comes an admir- 
able fracture symposium premised by a 
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strong plea for the early treatment of frac- 
tures. 

This number of the. Surgical Clinics in 
its variety of subjects of major import to 
the surgeon and practitioner, and in its wise 
teaching of proper management, set forth 
in most satisfactory detail, will take first 
rank in a series of publications of such gen- 
eral excellence that this grading is one of 
which the publisher and contributors may 
well be proud. 


SourGicaL Ciinics or NortH America. Volume VI, 
No. II. (San Francisco Number). Illustrated. 
W. B. Saunders Company, Philadelphia and 
London, 1926. 

The San Francisco number contains 
twenty clinics contributed in the main by 
men of more than local reputation. 

Naffziger writes on cerebral anemia and 
surgical risks. Allusion is made to the 
frequency with which hemiplegia comes on 
during sleep, or while the patient is at rest. 
Autopsy in these cases usually 
sclerosed vessels of minute caliber ; emboli, 
or thrombi, are rarely demonstrable. The 
cause of the symptoms is obviously a 
cerebral anemia. It also seems logical that 
a drop in blood-pressure would favor such 
a State. In a man of narrowed cerebral 
blood-vessels a certain degree of blood- 
pressure is required to force the blood 
through these channels. If for any reason 
his blood-pressure falls below the level de- 
sirable for him, there will be anemia of the 
part which this vessel supplies. Certain 
elevations of blood-pressure are protective ; 
some patients.do poorly when their blood- 
pressure is lowered. In the aged and those 
with poor cardiovascular systems, cerebral 
anemia is prone to occur on slight provoca- 
tion, when, for any reason, the blood-pres- 
sure level falls below its optimum. 

Eloesser reports on intrapleural pneu- 
molysis. Of the patients recorded he re- 
gards four as cured; three as greatly 
improved. 

Gilman describes an instrument for lo- 
cating and draining hepatic abscess. 

Emge writes on the symptomatology and 
diagnosis of varicose veins of the female 
pelvis, and states that in the services of the 
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Stanford Women’s Clinic as well as in pri- 
vate practice more than 100 patients suffer- 
ing from pelvic varicose veins have been 
operated upon during a period of eight 
years. He holds that sclerocystic ovaries 
assume normal activity after, correction of 
venostasis. 

Stephenson contributes an _ interesting 
study to vital statistics with special refer- 
ence to the obstetric specialist. 

Bartlett’s article on neck dissections is 
abundantly and admirably illustrated. The 
drawings by Sweet are of an unusually high 
order of merit. 

There is a report of a clinic by the San 
Francisco Hospital Radiation Therapy Com- 
mittee. 

Butler reviews nine cases of rupture of 
the spleen. Searls writes on Traumatic 
Pneumonia. Markel reports a case of bi- 
lateral dislocation of the hip. 

Woolsey discusses briefly, but admirably, 
wound infections. 


HANDBOOK OF DisEASES OF THE RectUM. By Louts 
J. Hirschman, M.D., F.A.C.S. Illustrated. The 
C. V. Mosby Company,.St. Louis, 1926. Price 
$6.50. 

That a fourth edition of this work is 
called for sufficiently attests its value as a 
handbook. 

Though the author states that major sur- 
gery is omitted, he holds that, with the per- 
fection of the technique of sacral anesthesia 
in addition to local or regional anesthesia, 
every portion of the anus and rectum can 
be painlessly operated on without general 
anesthesia. — 

There is a_ preliminary 
anatomy, preceded by a section headed 
“Symptom Index Designed to Assist the 
Practitioner in Following Down the List of 
Symptoms in a Case to a Given Diagnosis.” 

The second chapter discusses the symp- 
toms which have called attention to the 
rectum. Then follow sections on examina- 
tion of the patient, the technique of anes- 
thesia, with its limitations when applied 
locally. There are chapters on constipation, 
fecal impaction, pruritus ani, anal fissure 
and ulcer, abscess of the anorectal region, 
anal fistula and sinus, hemorrhoids, rectal 
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polypi, anal papillitis, cryptitis, proctitis and 
sigmoiditis, dysentery, prolapse of the anus 
and rectum. 

Bearing on treatment of constipation the 
author describes and pictures a pneumatic 
rubber dilating rectal massage bag equipped 
with a hand bulb. He warns against giving 
this dilator to the patient for self-treatment. 
For stoppage of bowel movement due to 
mechanical obstruction the term obstipation 
is used. Some attention is paid to the rec- 
tal valves and an operation described for 
their division. Ball’s operation is illustrated 
for pruritus. In fistulas of moderate length 
and fairly straight he advises and pictures 
complete excision. Straight fistula in tuber- 
culous patients should be cured by opera- 
tion. Injection treatment of hemorrhoids 
is mentioned and described. Of the various 
substances injected he regards 5- to 10-per- 
cent solution of quinine and urea hydro- 
chloride as the safest and best. He describes 
a bloodless method of ligating the pedicle of 
hemorrhoids which has given him best re- 
sults. 

The book is clearly and abundantly illus- 
trated, written from the standpoint of one 
of large experience, and the details of anes- 
thesia and of operative procedure are given 
in such manner as readily to be followed. 


Tue Diacnosts, TREATMENT, AND ENp RESULTS 
oF TUBERCULOUS DISEASE OF THE HIP-JOINT. 
By George Perkins, M.Ch. Oxon., F.R.C.S. 
Eng. Humphrey Milford, Oxford University 
Press. London, Edinburgh, Glasgow, Copen- 
hagen, New York, Toronto, Melbourne, Cape 
Town, Bombay, Calcutta, Madras, Shanghai, 
1926. Price $1.75. 

This, the Robert Jones prize monograph 
of 1924, published under the auspices of the 
British Orthopedic Association, is the out- 
come of a study of the end results of some 
hfty cases of tuberculous hip-joint disease 
treated in a variety of ways. This study 
was inaugurated for the purpose of deter- 
mining whether or not the treatment, or 
treatments, commonly accepted as standard- 
ized rest on a firm foundation. 

The author holds that the probable result 
ot tuberculous disease of the head of the 
temur is an unsound fibrous ankylosis; and 
that disability is not due to the ankylosis 
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but to the fact that the ankylosis is unsound. 
He therefore holds that when it can be 
foreseen that the hip-joint is going to be 
stiff the surgeon should instire a bony 
rather than a fibrous ankylosis. 

There is an excellent opening chapter on 
Diagnosis; brief, clear, admirably summar- 
ized. A second chapter on Treatment, both 
general and local, equally commendable. 
After fixation the Pyrford hip frame is 
advised, described, and pictured. It is held 
that the combination of fixation with trac- 
tion by plaster is desirable; the advantages 
and disadvantages are pointed out. Re- 
cumbency and the proper hygienic condi- 
tions are insisted upon when traction and 
fixation are employed. Body weight coun- 
ter-traction and fixed traction are favored 
as means of keeping the joint surfaces from 
traumatizing each other. 

There are chapters on the results of treat- 
ment, on operative local treatment ; there is 
a table of end results, and an appendix 
bearing upon the Pyrford frame. 

This brochure is a model of what a sur- 
gical study should be; worthy not only of 
the Jones prize, but of such sterling worth 
as to be helpful to every surgeon dealing 
either occasionally or habitually with cases 
of hip-joint disease. 

The book is well illustrated, its subject- 
matter, together with illustrations, covers 
114 pages in large type, it can be read in 
one or two hours, and should be studied for 
a much longer period in preparation for 
cases of hip-joint disease when they appear 
and as a guide for actual treatment. 


EMERGENCY SurGeRY. By George De Tarnow- 
sky, M.D., F.A.C.S., D.S.M. Illustrated. Lea 
& Febiger, Philadelphia and New York, 1926. 
This book, affectionately dedicated “To 

my, comrades of the World War,” endeav- 

ors to eliminate the barnacles which have 
clung to many text-books of surgery, and 
to accentuate the value of that military ex- 
perience which has stood the test of time. 

The discussion of physiotherapy has been 

omitted because it has not yet been stan- 

dardized and has been largely commer- 
cialized. 
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The book opens with a brief discussion 
of Industrial Surgery, which the author 
considers as one of the specialties in the 
practice of medicine. 

Among the notable improvements in the 
treatment of wounds and the wounded di- 
rectly attributable to the war experience he 
mentions: accurate localizing methods by 
visualization under the fluoroscope, evalua- 
tion of cranial wounds on the basis of 
neurological disturbances and removal of 
macerated tissue by suction, immediate op- 
erative treatment of intra-articular lesions, 
the removal of foreign bodies and prompt 
mobilization of the joint, a larger concept 
of the benefits to accrue from intrathoracic 
and plastic surgery, immediate repair of 
visceral lesions, immediate immobilization 
of all wounded parts, particularly when 
fracture of the long bones is under consid- 
eration, growing distrust of antiseptics and 
belief in the conservative forces of nature 
when given a fair opportunity, convincing 
proof of the value of antitetanic serum, 
the drop of pre- and post-operative purging 
and starving and constant appreciation of 
the need of considering the ultimate func- 
tional results, the utilization of those spe- 
cially trained in the various branches of 
surgery. 

There is a brief discussion of the quali- 
fications of the industrial surgeon, who 
should be guided by science rather than 
sympathy. A complete and excellent chap- 
ter on the protective forces of nature; 
thereafter follow sections on classification, 
general treatment, the technique of emer- 
gency surgery, antiseptics, bacteriology, gas 
gangrene, wounds of blood-vessels, burns, 
shock, cranial injuries, fractures and dislo- 
cations, joint wounds, amputations, practical 
splints for emergency surgery, and roent- 
genology in emergency surgery. 

In the treatment of shock it is to be noted 
the author commends the injection of cam- 
phorated oil, which the pharmacologist 
regards as about as efficient as a slap with 
a whip. Fractional intravenous injections 
of normal saline are preferred to blood 
transfusion. The toxemic theory as to the 
cause of shock is mentioned. 

The author has utilized his large personal 
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experience and the many reports placed at 
his service to produce a work which all 
medical men, and particularly industrial 
surgeons, will find helpful. : 








Correspondence 








Intravenous Technique. 


To the Editors of the THERAPEUTIC GAZETTE, a 

Sirs: In the course of a series of intra- 1 
venous injections, closure of the vein often 
occurs, rendering further treatment impos- 
sible. 


nique. It is common practice for the nurse 
or doctor to make pressure with an alcohol 
sponge while the needle is being withdrawn. 
This procedure leaves a linear cut in the 
distal intima of the vein (indicated in Fig. 
1 by the points A-B). Thrombosis follows. 


The proper method is: first, quick with- 
drawal of the needle, after which the alcohol 
sponge may be pressed on the point of 
puncture (see Fig. 2). 

Observance of this simple point of tech- 
nique is often all that is necessary to facili- 
tate the administration of further intrave- 
nous medication. 

Harry S. Fist, Px.C., B.S., M.D. 


Los ANGELES, CALIFORNIA. 





The cause, very often, is poor tech- ae 








